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TALIO BY DR, R.C: COFFEY ON CERTAIN AB- 
DOMINAL OPERATIONS 


Dr. Murpuy (February 5, 1916): I have the pleasure of pre- 
senting to you Dr. R. C. Coffey, of Portland, Oregon, who will 
address you. 

Dr. Correy: Gentlemen: I was greatly interested in Dr. 
Murphy’s Kraske operation for the removal of the rectum. I 
asked him the question as to whether he thought he was reducing 
the mortality as much as half by performing the operation in two 
stages. He said he thought that he was. The statistics of all 
surgeons who have tried the two-sitting operation in cancer of 
the rectum show that the danger is even less than half where the 
operation is done in two stages. The greatest strides that have 
been made in gastrointestinal surgery are found in the perfor- 
mance of certain operations in two sittings. During the last two 
or three years we have been performing stomach resections for 
pyloric cancer in two sittings and think our mortality has been 
cut in two in exactly the same way as in resection for rectal 
cancer. We have performed a number of resections of the stom- 
ach for ulcer according to the Rodman technic. Occasionally 
we perform the von Eiselsberg operation, making a unilateral 
exclusion. The mortality following these operations is certainly 
two or three times that of gastroenterostomy alone. During the 
last two or three years we have performed gastroenterostomy at 
the first operation, and from two weeks to several months later 
carried out resection of the pylorus. In this way we have cut the 
mortality of resection of the stomach down to practically that 
for gastroenterostomy alone, for we have not had a single death 
as aresult of the second, or removal, operation. The same is true 
of our cancer work. We now never remove a cancer of the pylorus 
in less than two sittings. At the first operation gastroenteros- 
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tomy—preferably posterior, but sometimes anterior, if more 
convenient—is performed. The second operation accomplishes 
the removal of the pylorus with the growth. 

We have all noticed cases in which acute abdominal obstruc- 
tion was due to adhesions. Your patient is vomiting fecal matter 
and you think that he is in a very bad way. On operating you 


Fig. 71.—Sectional view of sigmoid inverted and drawn out through the anus. Also 
the peritoneum sutured over end of inverted gut (Coffey, in Annals of Surgery). 


find an extensive mass of adhesions: if you attempt to break up 
these adhesions and open up raw spaces, taking a great deal of 
time, and possibly stripping off the peritoneum with the outer 
coats of the intestine, you are exposing your patient to great 
danger. Now if you see the intestine distended above the mass 
of adhesions and collapsed below, all that is needed is conserva- 
tive surgery. Simply make a rapid anastomosis between the 
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distended and collapsed loops, with either the Murphy button 
or a suture: this can easily be extended in fifteen minutes, and 
in at least nine cases out of ten the final results will be just as 
good as though the adhesions had been separated, and the mor- 
tality will be less than half. 

In cancer of the rectum—cases of which Dr. Murphy has 
shown here today—we now always operate in two sittings by a 
method we described in the Annals of Surgery for April, 1915 
(see Figs. 67-71). We have met with more success by this 
technic than by any other. In my opinion the popularizing of 
the two-stage gastrointestinal operation is the greatest advance 
that has been made of late in abdominal surgery. 

Dr. Murpuy: I am happy to hear Dr. Coffey talk on these 
subjects, for he has done so much work in the abdomen that we 
are very much interested in his opinion. 

(See article by Lilienthal: “‘The Two-Stage Principle in 
Operative Surgery,” in Annals of Surgery, 1910, li, 30-39.) 
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MULTIPLE SARCOMATA OF SKIN 


Summary: Clinical history of patient; comments—differential diagnosis from von 
Recklinghausen’s disease; operation—ablation of a tumor for microscopic 
examination; postoperative comments—arsenic therapeusis; spontaneous 
disappearance; spontaneous disappearance from intercurrent exanthemata; 
Kaposi’s disease; carcinomatosis cutis; differential diagnosis from mycosis 
fungoides; metastatic cutaneous sarcomatous growths—their importance in 
the diagnosis of deep-seated primary sarcomata. 


’ 


CLINICAL HISTORY OF PATIENT 

A MALE, twenty-seven years of age, was admitted to Mercy 
Hospital September 15, t915. The family and the personal his- 
tories are negative. 

Nine years previously, in 1906, a few papules appeared on 
the patient’s forehead and chest, increased in number, and spread 
until at present almost the entire body is covered by them: they 
are most abundant on the torso (Figs. 72, 73, 74). The papules 
vary in size from the head of a pin to a hazelnut; are elevated, 
pink, and contain a clear, watery fluid; are hard to the feel, and 
do not disappear or alter their shape or size; their edges are 
sharply defined; they give rise to itching when the patient sweats. 

Microscopic examination of one of the excised tumors at the 
office revealed sarcoma. 


COMMENTS 

Dr. Murpuy (September 18, 1915): At first glance these 
cutaneous tumors suggest multiple fibroma molluscum (von 
Recklinghausen’s disease), which consists of multiple neuromata 
associated with cutaneous fibromata: these are nerve-sheath 
tumors, are small, rarely painful, seldom tender, and as a rule 
remain benign; nerve-elements are seen microscopically with the 
aid of special silver stains. There is a malady termed fibroma 
molluscum gravidarum which develops during the latter half of 
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pregnancy, and is characterized by multiple fibromyxomatous 
cutaneous tumors of the cervical and pectoral regions: these 
tumors disappear spontaneously within six months after parturi- 
tion; they do not contain nerve-fibers, but are edematous fibroids, 


Fig. 72.—Multiple sarcomata of skin. 


and resemble molluscum contagiosa more than von Reckling- 
hausen’s disease. ; 

The pathologist diagnosed spindle-cell sarcoma from a micro- 
scopic specimen: this type signifies a mesoblastic tumor whose 
cells are atypical and one which should terminate fatally. This 
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diagnosis ran counter to ours of fibroma molluscum, and I have 
grave fears that the pathologist’s opinion is correct, for sarcoma 
bodes ill for the patient. The tumors of fibroma molluscum, 
however, may remain innocent indefinitely unless from trauma 
one of them should become viciously malignant. We shall remove 


Fig. 73.—Multiple sarcomata of skin. 


one of the tumors from another position to see if, upon micro- 
scopic examination, it should prove, after all, to be a fibroma 
molluscum. 
OPERATION 
[Exposes one of the growths through an incision.] 4 
Note how cleancut and encapsulated the tumor is. [Ablates 
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tumor.} . . . See how nicely it shells out—quite indepen- 


dently of the neighboring tissues except the vessels. [Closes 
wound with a stitch.| 


Fig. 74.—Multiple sarcomata of skin. 


POSTOPERATIVE COMMENTS 


If the pathologist’s diagnosis of spindle-cell sarcoma is correct, 
we have little if any hope for our patient, unless cure should be 
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effected, as sometimes happens, through colossal doses of arsenic, 
administered both subcutaneously and by injections directly into 
each tumor. Much more could be expected of arsenic, however, 
in the cure of sarcomata of the lymphoid type. In giving arsenic 
in such colossal doses one must beware of hemorrhagic nephritis. 
In rare instances the tumors of cutaneous sarcoma disappear 
spontaneously, but one has no means whatever of anticipating 
such a desirable result. The spontaneous disappearance of cer- 
tain tumors from intercurrent exanthemata, too, must not be 
overlooked: thus, Fischer (Deutsche Zitschr. f. Chir., xii, 60) 
noticed the disappearance or minifying of sarcoma, adenoma, and 
lymph-node tumors from the intercurrence of scarlatina and ty- 
phoid fever, while fibroma, lipoma, chondroma, osteoma, and 
carcinoma remained unaltered; he also saw struma disappear 
especially rapidly in cholera. The modus operandi of Coley’s 
fluid must rest upon similar biologic grounds. 

In his original paper, entitled ‘‘Ueber einen Fall von sogen- 
nanter Sarcomatosis cutis,’ Kaposi (Bruns, Beitrége zur klin. 
Chirurg., 1899, xxiv, 526-534) defines the disease which bears his 
name as follows: ‘‘Beginning in the subcutis (as the histologic 
picture showed, and as we could recognize in the nodules arising 
de novo under our eyes) were painless, brownish-red tumors at 
first the size of a pea, then growing to the size of a nut, even 
forming elevated, hemispheric plaques the size of the palm of 
the hand, and shaped like a flat cake. The disease runs a chronic 
course, and the internal organs are almost always free.”’ 

One cannot help being reminded of the benignity of the car- 
cinomatosis cutis of industrial workers—notably the cutaneous 
cancer of paraffin workers. 

Melanotic sarcomata of the skin at times occur and form 
virulent metastases throughout the body, especially after trauma, 
accidental or operative. 

The tumors of mycosis fungoides are liable to be mistaken 
for sarcoma, as they also develop from red, uneven spots, and 
form granulation-tumors of a brownish-red color which, in the 
later stages, tend to ulceration and cachexia; but mycosis fun- 
goides is of much slower growth than sarcoma. Syphilitic and 


384 CLINICS OF JOHN B. MURPHY 


tuberculous granulomata can hardly be confounded with sarcoma 
on careful examination. 

Primary multiple sarcomata must not be confounded with 
secondary sarcomatous growths in connection with a primary 
cutaneous sarcoma, or a sarcoma of the internal organs. Thus 
I removed a wen-like mass from:a patient’s scalp which, upon 
examination, proved to be a small, round-cell sarcoma, and which 
was metastatic to the primary sarcoma in the left fibula. (See 
The Medical Clinics of Chicago, March, 1916, 1039-1049.) The 
importance of searching for and examining such superficial me- 
tastatic growths in the diagnosis of deep-seated malignant tumors 
has been emphasized by Babcock (New York Medical Journal, 
January 18, 1913), who concludes: ‘“‘Superficial metastases are 
often absent, but when they are present, it seems to me a waste 
of scientific energy for those who do not need the experience or 
mental exercise to spend days and weeks in metabolic tests, 
repeated physical examinations, and much deductive reasoning, 
when, almost by a snip of the scissors, a bit. of tissue may be 
secured that may give absolute evidence as to the character of 
the disease.” 

Postscript (February 25, 1916).—The patient reported today 

for examination. The tumors are becoming softer, and many 
are showing the appearance of congenital papillomata: their 
malignant characteristics are rapidly disappearing. He is to 
continue the use of sodium cacodylate. 


INFECTIVE COSTAL PERICHONDRITIS—RE- 
SECTION OF COSTAL CARTILAGES 


Summary: Clinical history of patient; comments—types of infection; pathogene- 
sis; operation; postoperative comments—infections due to flora of mouth; 
cutaneous diphtheria; hyphomycetic infections; sporotrichosis; actinomyco- 
sis; blastomycosis. 


CLINICAL HISTORY OF PATIENT 

A MALE, thirty-three years of age, was admitted to Mercy 
Hospital February 15, 1916. The family and the past histories 
are negative. There was no history of typhoid fever. 

Nearly two years previously, on April 1, 1914, while in the 
dental chair, the drill fell out of the operator’s hand and wounded 
the patient over the left fifth rib, three inches from the sternum: 
the drill was immediately removed. 

Three days later the wound swelled and became painful and 
the patient developed fever. 

Five days later (eighth day after injury) the abscess was 
opened and much pus evacuated: a small rubber drain was 
inserted. The patient remained in bed for about two weeks, 
and when he got up and about there was no fever, nor were there 
any chills. 

Three months after the injury, in July, 1914, owing to con- 
tinuance of the discharge, the left seventh rib was curetted at 
the costochondral junction: the patient was laid up for one week; 
there was no fever, nor were there any chills. The operation did 
not result in checking the discharge. 

Eight months after the injury, on December 8, 1914, owing to 
swelling of the wound and pain in it, as well as the very profuse 
discharge, the patient went to a hospital and was operated upon 
on December 18, 1914. 

Seven months afte~ the operation, in July, 1915, a tumor 
about the size of a hen’s egg appeared above the ensiform proc- 
ess, and % inch to the left: this tumor was incised. 
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Eleven months after the last operation, in November, 1915, 
owing to continuance of the discharge, the ensiform process was 
again curetted: this time the patient was laid up for three weeks, 
again without fever or chills. The discharge still remained, how- 
ever. There is marked pain along the left eighth rib for a distance 
of five inches. : 

Examination by Dr. Murphy (February 8, 1916).—There is 
much tenderness over the left fifth rib and its cartilage. While 
the nature of the tissue-disintegration suggests costal tuberculosis 
(see vol. iv, August, 1915, 697-698), yet the tuberculin test was 
negative, and bacteriologic examination of the discharge from 
the sinus revealed no tubercle bacilli. 


COMMENTS 

Dr. Murpuy (February 17, 1916): This type of infection is 
usually hematogenous—tuberculous or typhoid. In both in- 
stances the infection exhibits a predilection for the perichondrium, 
and both are obstinate to treatment, particularly the typhoid 
infection, in which curettage is frequently repeated 8, 10, 12, and 
even 20 times (see vol. iv, August, 1915, 698). To be effective, 
operation must be thorough: all involved areas of the cartilage 
or rib must be exposed, the rib or cartilage resected, and the 
wound curetted until all the granulation-tissue is removed, and 
then drained. 

The infection in this patient is probably mycelial or bacterial 
(B. coli) from the mouth: it is a type which we have never seen 
before. While the cartilage itself resists infection, yet the power 
of resistance of the perichondrium is but feeble. The infection 
travels around the cartilage, beneath the perichondrium, elevates 
the latter, and by thus interfering with the nutrition of the carti- 
lage, causes erosion and even necrosis and sequestrum-formation: 
the sternum or ribs may also be involved by continuity. 


OPERATION 
[Through an extensive vest-flap incision the diseased area was 
exposed and was found to comprise the left seventh and eighth 
costal cartilages throughout their length: both cartilages were 
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removed in toto, exposing the underlying parietal pleura; the 
sinuses were laid open throughout their length and curetted, and 
all visible granulation-tissue was removed, even from beneath the 
ensiform cartilage, although the sterum itself was not involved. 
The wound was left open and loosely filled with gauze.] 


POSTOPERATIVE COMMENTS 

In order to accelerate healing we shall order x-rays in thera- 
peutic doses. 

It will be noted that these cartilages, while eroded and cloudy 
in their appearance, did not show the collar-button excavations 
so commonly associated with typhoid infections of the peri- 
chondrium. 

In this whole class of cases, a most extensive dissection must 
be performed, and the cartilage should be removed from its at- 
tachment to the sternum, to and including the line of demarcation 
between the rib and the cartilage, as this is the only hope of pre- 
venting recurrence of the infection. This has been accentuated 
in my recent article, ‘Bone and Joint Diseases in Relation to 
Typhoid Fever” (Trans. Amer. Surg. Assoc., 1915, and to appear 
in Surg., Gynec. and Obstet.). 

Infections of the soft tissues of the body with the flora of the 
mouth are characterized by their foulness and often by their 
virulence. These flora are legion, comprising many varieties of 
bacteria (Leptothrix buccalis of Robin; fusiform bacillus of Vin- 
cent), parasites (spirilla of Vincent; Spirocheta pallida; amebz), 
and fungi (molds). Stinking infections of the hand arising from 
fist-blows upon the teeth—questionably diphtheroid infections— 
rapidly succumb to the alkalinity which is supplied by sodium 
bicarbonate dressings. True diphtheria infections of the skin, 
secondary to faucial, nasal, conjunctival, or vaginal diphtheria, 
are not common, as shown by the statistics compiled by Filatow 
from St. Anne’s Hospital, Vienna, from 1894 to 1902, where only 
23 cases were seen among 2217 diphtheria patients treated. 
Primary cutaneous diphtheria is still rarer, Billings (Annals of 
Surgery, September, 1915, 343-347) having found but 25 cases 
in the literature,"which, together with his own two cases, total 27. 
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‘Primary cutaneous diphtheria . . . may manifest itself in 
a single lesion, or in multiple concomitant lesions distributed over 
a wide area, or in the form of cutaneous and subcutaneous phleg- 
mon, with considerable induration without marked pain, and 
without fluctuation or suppuration, if not complicated with pyo- 
genic bacteria; and, finally, it may appear in the‘form of cellu- 
litis with vesiculation resembling erysipelas.” 

Were our patient suffering from a diphtheria infection we 
would have applied diphtheria antitoxin directly to the wound, 
in addition to the usual subcutaneous and intravenous systemic 
injections. 

Of the cutaneous infections due ‘to hyphomycetes or molds, 
those of favus, ringworm, thrush, and tinea versicolor are well 
known. There are other forms of hyphomycetes which likewise 
produce chronic superficial cutaneous lesions (kerion), but about 
which little is known. 

Sporotrichosis is another chronic indolent. process following 
upon trauma, which presents some of the characteristics of tuber- 
culosis and of syphilis, but which does not exactly fit into the 
picture of either. Sporothrix infections were first described 
by Schenck in 1898 (Bull. Johns Hopkins Hosp., 1808, ix, 
pp. 286-290), so that recognition of the disease is comparatively 
recent, and of late case-reports have been rapidly accumulating 
in the literature. The organism resembles a bush (mycelium) 
with its leaves (spores). To the branches of the mycelium the 
pear-shaped spores are attached by very fine pedicles. The spores 
become readily detached, and are more apt to be found than the 
mycelia. The organism grows on ordinary media,—especially the 
sugars,—and stains readily with basic dyes and is Gram-negative: 
its invasion may be detected by serodiagnosis and by complement- 
fixation, using the spore-suspension as antigen. 

The period of incubation in man averages one week. Suspi- 
cion of the disease, aroused by an infection of unusual nature and 
protracted course, should lead to its detection by laboratory 
methods. Iodid of sodium is a specific cure for sporotrichosis, 
and with large doses healing may be complete within a month. 

Actinomycosis is another granulomatous-suppurative process 


INFECTIVE COSTAL PERICHONDRITIS 389 


of this type, although primary actinomycosis of the outer skin, 
exclusive of the skin of the face and neck, is not frequently en- 
countered, but when present may, according to Leser (Archiv. f. 
klin. Chir., 1899, xxxix), appear as a circumscribed ulcerated 
lesion, or as a nodular formation with central cicatrizations. The 
subcutaneous tissue may also be affected, and a chronic phleg- 
monous condition may be produced. The diagnosis is made by 
examining the characteristic yellow granules from the discharge 
of the ray fungus, which was first described by Bollinger in June, 
1877, as occurring in tumors in animals. In April, 1879, Ponfick 
recognized the first case in man in the Pathologic Institute at 
Breslau, and proved beyond question that it was identical with 
Bollinger’s case and also proved that a case observed by James 
Israel, in 1877, was one of actinomycosis, although not so recog- 
nized or classified by Israel. Langenbeck, in 1845, described a 
similar case, but did not know where to place the disease, and 
did not show its connection with the lesion in animals. The pri- 
ority of discovery in animals belongs unquestionably to Bollinger, 
and its recognition in man to Ponfick in 1879. The first case in 
the human in America was recognized by John B. Murphy, of 
Chicago, on June 28, 1884. His article on this subject reporting 
five cases was published in the North American Practitioner in 
1891. His original case was demonstrated to the Chicago Medical 
Society at the time of its recognition. 

Blastomycosis is characterized by the formation of multiple 
minute abscesses in the superficial layers of the skin, and is 
diagnosed by treating a smear of pus from one of the abscesses 
with a few drops of a 33 per cent. solution of caustic potash, and 
examining for the characteristic budding saccharomyces, which 
were first described by Gilchrist in 1894, and the recognition of 
which was forced on the profession later by Hyde and Ormsby, 
of Chicago. Iodid of sodium, together with x-rays and local 
measures, is {effective in curing this disease as well as actino- 
mycosis. 

Postscript.—The case progressed favorably. 


DIVERTICULUM OF ESOPHAGUS—CONSER- 
VATIVE TREATMENT 


Summary: Clinical history of patient; comments—the diagnosis, pathology, and 
treatment of esophageal diverticulum. 


CLINICAL HISTORY OF PATIENT 

A FEMALE, twenty-eight years of age, was admitted to Mercy 
Hospital January 28, 1916. 

Five weeks previously, on December 25, 1915, the patient 
noticed difficulty in swallowing solid foods and a gurgling sensa- 
tion in the throat while eating: she chokes very easily. After 
having ingested certain fruits—such as apples—at night before 
retiring, the next morning, after a coughing fit, the fruit was 
regurgitated unaltered by digestion. 

Examination by Dr. Murphy (January 28, 1916).—The pas- 
sage of esophageal bougies suggests esophageal spasm. A skia- 
gram, taken after an opaque meal, reveals a diverticulum of the 
esophagus at the level of the seventh cervical vertebra: there is 
no dilated pocket below (Fig. 75). 


COMMENTS 
Dr. Murpuy (January 29, 1916): This is an interesting case. 
The patient found it increasingly difficult to swallow. I was 
unable to pass a fairly large esophageal bougie, nor could the 
next size be passed down until I changed sides and moved it. 
These diverticula are very annoying,—especially when in the 
thoracic portion of the esophagus (Fig. 76),—though easily 
handled when accessible. The older operation of ablating the sac 
and suturing the esophagus with a view to obtaining primary 
union was fraught with much danger from infection of freshly 
opened tissues. We have shown in a previous article that it is 
better, after operative exposure of the diverticulum, not to ablate 
391 
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Fig. 75 


Figs. 75 and 76.—Sketches of esophageal diverticula interpreted from opaque- 
meal skiagrams: Fig. 75, Early stage (see text); Fig. 76, moderately large, partly 
thoracic, but mostly cervical (from another patient). 
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it immediately, but merely to twist it upon itself and bring it up 
into the field unopened. After the lapse of sufficient time— 
twelve to twenty days—to permit of granulation of the operative 
field and contraction into a firm, cicatricial mass, then, at a 
second operation, the diverticulum may be safely ablated and the 
hole in the esophagus closed by suture without the danger of a 
possibly fatal infective cellulitis ensuing. This is the same prin- 
ciple of coffer-damming which we have applied in the treatment 
of freshly injured joints; and for the same reason the opening of 
a colostomy-loop is advantageously postponed for from twenty- 
four to forty-eight hours. 

At present the diverticulum is not serious enough to demand 
operation, and by having the patient take her nourishment in 
liquid form, and by cautious dilatation of the esophagus with 
bougies, the diverticulum will probably contract. 

The diagnosis of esophageal diverticulum is established by 
physical examination if one side of the neck fills up somewhat 
during swallowing; if a bougie is at one time arrested at a short 
distance, whereas at another time it passes easily; and if the 
neck becomes inflated on swallowing, and this swollen portion 
can be emptied on pressure. Brewer (‘‘Text-Book of Surgery,” 
1915, 445) considers as a characteristic sign the hourly or half- 
hourly regurgitation of thick, tenacious mucus. With these signs 
present an opaque meal is not necessary, but is of confirmatory 
value. 

According to Treves, hernial diverticula of the mucous mem- 
brane occasionally occur at the junction of the esophagus and 
pharynx. They are usually named pharyngeal pouches, and pro- 
trude between the lower border of the inferior constrictor and 
commencement of the esophageal musculature, opposite the cri- 
coid cartilage. Since the pouch lies against the spine, it neces- 
sarily compresses the commencement of the esophagus when it 
becomes filled with food (Fig. 77, Ann. Surg., 1910, li, 305). 
Hertz (Brit. Med. Jour., 1908, i, 132) states that a pouch in this 
situation may sometimes be identified by «-ray examination. 
Butlin (Brit. Med. Jour., 1898, i, 3) believes that this condition 
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is more frequent than has been supposed, and becomes clinically 
important, as a rule, in men beyond the age of forty. According 
to Killian (cited by Jonnesco, in Poirier et Charpy’s Traité 
danatomie humaine, Paris, 3me éd., 1912, T. 4, f. 1, 200), globus 
hystericus is caused by the spasmodic contraction of the circular 
fibers at the upper orifice of the esophagus, and is the chief cause 
of the diverticulum just mentioned. A diverticulum is occasion- 


Fig. 77.—Diagram of sagittal section of neck, showing relations of sac to 
larynx, hypopharynx, esophagus, vertebral column, and sternum, as anticipated 
from radiographs and found at operation. Note deviation and compression- 
stricture of esophagus (Stetten, in Annals of Surgery). 


ally found on the ventral wall near the bifurcation of the trachea, 
and is stated to be due to traction on the gullet consequent upon 
cicatrization of adhesions to intertracheobronchial lymph-nodes 
(Todd, “Clinical Anatomy of the Gastro-intestinal Tract,” rors, 
51). This traction-sac variety of diverticulum forms one of the 
two classifications described by Rokitansky in 1840: it rarely pro- 
duces symptoms, however, and is found at necropsy alone. The 


ld 
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pressure-sac variety is the common diverticulum, and usually in- 
volves the junction of the pharynx with the esophagus—the 
Lannier-Hackermann area. 

The accompanying illustrations (Figs. 78 and 79) show a 
practical method of physical diagnosis used by H. S. Plummer, 
and reported in Annals of Surgery, tgto, li, 812-817. 


Fig. 78.—Sound pocketed in a Fig. 79.—Traction on the thread 
diverticulum. Esophageal probe bulb lifting the sound out of the diverticu- 
threaded on a swallowed thread passed lum. Probe bulb elevated by tight- 
into the diverticulum (Mayo, ‘Col- ening the thread, showing depth of 
lected Papers”’). sac (Mayo, “Collected Papers”’). 


Stetten reviewed the subject of esophageal diverticulum, and 
gathered a number of operative cases from the literature (Ann. 
Surg., 1910, li, 300-319): of the total of 60 cases which had been 
operated upon by various radical methods, 50 were cured and 
1o died—a mortality of 16.6 per cent. Primary union of the 
esophageal wound was obtained in 21 of the 50 cases. 


ACUTE CALCULOUS CHOLECYSTITIS—ACUTE 
PANCREATITIS—CHOLECYSTOSTOMY 


Summary: Clinical history of patient; comments—discussion of differential diag- 
nosis; operation—fat-necrosis, induration of pancreas, stone impacted in 
cystic duct; cholecystostomy; the intense pain of acute pancreatitis; value of 
gall-bladder in draining pancreas and liver; postoperative comments—review 
of certain features of case. 


CLINICAL HISTORY OF PATIENT 
A FEMALE, forty years of age, was admitted to Mercy Hos- 
pital December 9, 1915. The family and past histories are 
negative. 


The history of the present illness covers a period of five and - 


one-half years. The first attack was in June, 1910, when the 
patient suffered from a sharp pain in the upper abdomen, on the 
right side, just beneath the ribs: there were no chills, nor was 
there fever, nausea, vomiting, or jaundice; the duration of the 
attack was ten minutes. These attacks recurred at intervals 
of three or four months for the next two or three years. 

The pain has gradually increased in severity, and during the 
past year the patient has been doubled up from the pain. It has 
always been sharp and shooting—never cramp-like; it radiates 
around to the back and right side. During two attacks the patient 
vomited bile with relief: she has never vomited blood, nor passed 
blood in the stool. 

Three weeks previous to admission the patient had an attack 
of pain in the right side, which was so severe as to double her 
up, but she was not given a hypodermic for the pain. There were 
no chills, nor was there nausea, vomiting, or jaundice, but the 
patient states that she felt very hot throughout her body. 

Three days before admission the pain recurred, and again the 
day before admission. At present the patient is very tender 


throughout the right hypochondrium, and especially sensitive to | 


perpendicular finger-percussion over the gall-bladder. 
397 


2 
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COMMENTS 

Dr. Murpuy (December 16, 1915): The patient’s leukocyte 
count one week ago, at the time of admission to hospital, was 
18,600. This leukocytosis showed the presence of infection. 
Arranged i in their order of frequency, the upper abdominal lesions 
which give a similar train of symptoms are, first; gastric ulcer; 
secondly, duodenal ulcer; thirdly, pancreatic disease; fourthly, 
gall-bladder disease. [Refers to the cases of cholecystitis asso- 
ciated with pancreatitis which are described below, pp. 401 and 
413.] This patient before us is not jaundiced. She is sensitive in 
the upper abdomen and very fat, so that we are unable to outline 
the pancreas, although in both the Other cases we could clearly 


‘outline the organ. This patient’s history does not reveal the 


characteristic story of a gall-stone moving in a duct and giving 


| rise to colic and jaundice, but of an infection of the gall-bladder. 


In 08 per cent. of the diagnosed infections in the gall-bladder 
stones are present, according to our statistics up to the present 
time, but our statistics are going to be rapidly at fault, because 
we have only been including the cases of acute and chronic 


, calculous cholecystitis which are associated with colic, while we 
should include that vastly greater number of cases of infections 


a eg percussion, ‘sensitiveness to hooked finger palpation, 
with fever and leukocytosis, which heretofore have not been 
diagnosed as cholecystic infections, but as biliousness, gastritis, 
etc. The time when the diagnosis of cholelithiasis should be con- 
fined to cases with colic and jaundice alone is fortunately now 
past. 

Thus, a patient with a gall-baldder ‘“‘soreness”’ and pain of 
twenty-three years’ duration never had colic or jaundice, but at 
operation her gall-baldder was found filled with stones, some of 
which were impacted in the mucosa, requiring cholecystectomy 
in order to remove them. The gall-bladder was a white, cicatri- 


S arthritis from the infection of the gall- bladder, this case being a 


good example of joint-infection secondary to cholecystitis as a 
primary source. 
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OPERATION 

This patient is a very large woman, and therefore not a very 
good operative risk: note how close the costal margin is to the 
navel! [Vertical incision made through outer portion of right 
rectus muscle, between ensiform and navel.| . . . AsI re- 
tract the edges of the wound the first things I see are small 
plaques of fat-necrosis due to enzymes released from involvement 
of the pancreas. The gall-bladder is white and filled with stones. 


[Walls off operative field with gauze pads.| . . . NowThave 
this field coffer-dammed and am ready to aspirate the gall- 
bladder. . . . The bile is glycerin-like and inspissated. I 


can feel a large stone occluding the neck of the gall-bladder and 
maintaining the hydrops. [Applies purse-string sutures, incises 
fundus, removes one large calculus and a number of smaller 
cholesterin calculi, and performs cholecystostomy as described 
below (p. 405), inserting a hemostatic stitch, maintaining the 
entropion, and making the gall-bladder mechanically a part of 
the tube which drains it.] 

The entire pancreas is swollen and indurated. The pancreatic 
enzymes have escaped through the capsule into the peritoneal 
cavity, producing fat-necrosis, which resembles miliary tuber- 
culosis at first glance. The fat-necrosis accounts for the intense 
pain the patient had clear across the abdomen. In contrast to 
colic, intense pain is characteristic of acute pancreatic lesions: 
no upper abdominal lesion gives rise to such severe pain as fat- 
necrosis of the pancreas. In the presence of acute pancreatitis 
the gall-bladder is never removed, because of its value as a means 
by which to drain not only the pancreas, but also the liver. The 
omentum, the mesocolon, and the retroperitoneal sac all show 
pronounced fatty necrosis. [Removes and accounts for gauze 
sponges and instruments and closes abdominal incision with usual 
figure-of-8 sutures of silkworm-gut and horsehair, allowing room 
for exit of rubber tube.] 


POSTOPERATIVE COMMENTS 
This case was an easy one to handle, for we exposed the 
cystic and common ducts without encountering a single adhesion. 
Owing to the tension of the distended gall-bladder, we were 
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unable to feel the large calculus until after we had emptied the 
organ of the viscid, syrupy bile, which was too thick to pass 
through the aspirating-needle. Before closing the abdomen we 
made sure-that bile was flowing through the drainage-tube. 

It is our interpretation that, these pancreatic lesions—like 
gastric and duodenal ulcers—come on from practically the same 
type of inféction and at the same season of the year. 

The really valuable feature about this case is that the patho- 
logic findings were in complete accord with the clinical history: 


Calcified 
lymph gland 


Fig. 80.—A calcified lymph-node embedded in adhesions and lying against the 
cystic and common bile-ducts (Cullen). 


the interpretation of the clinical history and physical signs into 
pathologic entities is the highest attainment in medicine, and the 
one for which we are constantly striving. 

The accompanying picture of a calcified lymph-node (Fig. 80) 
is instructive, as it shows how such might be mistaken for a 
calculus of the common duct. 

Postscript (March 2, 1916).—The drainage-tube was removed 
February 25th,—ten weeks after operation,—and the wound was 
permitted to close. The patient made an uneventful recovery. 


ACUTE CHOLECYSTITIS WITH DIFFUSE PAN- 
CREATITIS—CHOLECYSTOSTOMY 


Summary: Clinical history of patient; comments—significance of jaundice when 
preceded by colic and when not preceded by colic; operation—gall-bladder 
distended, inflamed, adherent; pancreas enlarged and thickened—pancreatic 
lymphangitis; no calculi in biliary tract; cholecystostomy performed; post- 
operative comments—when to remove drainage from gall-bladder; “offensive’’ 
vs. “defensive” pus; value of x-rays in detecting gall-stones; correlation of 
patient’s history with operative findings; table of gall-stones; behavior of 
gall-stones. 


CLINICAL HISTORY OF PATIENT 

A MALE, twenty-nine years of age, was admitted to Mercy 
Hospital November 30, 1915. The family history and the past 
history are negative. 

The present malady began five months ago, on July rst. The 
first symptom was a dull, lumbar backache, usually beginning / 
about 6.30 P. M., and lasting until 10 p. M., and accompanied by 
a slight diarrhea. The pain became more severe and the diarrhea 
more profuse. Three weeks after the onset of the trouble there 
began a dull ache in the right upper quadrant of the abdomen, 
which was constant except when relieved by bowel action; and 
gas-distention of the abdomen, which caused great distress: much 
gas was passed by rectum. The patient’s appetite began to leave 
him, food nauseated him, he began to lose weight, and became 
weak and pale. 

Four months ago, on August 1st, the abdominal pain and dis- 
tention suddenly disappeared. The bowel movements, however, 
increased from 6 to 15 a day: the stools were watery and clay- 
like, there being a yellowish sediment which settled to the bottom 
of aclear, watery fluid. The dysentery continued for seven weeks. 

On September 22d, at midnight, there was an attack of severe 
pain in the lumbar region of the back, which lasted one-half hour. 
On September 23d and 24th the pain recurred at the same hour 


and again lasted one-half hour. 
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On September 25th the patient went to the hospital, and from 
, that time until October 8th the backache continued to be very 
" severe, but the diarrhea lessened. 

On October 8th the liquid was changed to a solid diet, and 
about 8 p. M. the patient vomited for the first time, and during 
the next week vomited on four different nights. 

On October 14th the patient vomited seven or eight times in 
from one and one-half to two hours: the vomitus consisted of 
yellowish, watery fluid, and was frothy and very bitter. It was 
not associated with colic. 

On October 15th jaundice appeared. There was no chill or 
-. fever. The watery bowel-movements gradually stopped, al- 
though the patient still has frequent bowel-movements, which are 
semi-solid and very dark. There has been no pain since the onset 
of jaundice. 

On October zoth the patient’s appetite began to return. He 
gets very hungry and relishes all food except sweets, which seem 
to nauseate him. 

During the past three months bowel-movements have aver- 
aged four or five a night, the bowel action always being accom- 
panied by gas. The urine is very dark. The patient has lost 35 
pounds since the onset of the malady. 

On December 2d, two days after admission to hospital, the 
patient vomited 114 drams of a dark fluid suddenly and without 
warning. Gastric lavage on that day produced a dark-brown 
fluid, and the next day, a clear fluid. | 

Examination by Dr. Murphy (December 6, 1915).—The gall- 
bladder is palpable; the liver is smooth and not nodular. There 
is a wood-like induration in the zone of the pancreas, extending 
clear across under the left costal arch. Of 13 skiagrams taken 
between November 25th and 3oth, 6 were interpreted as showing 
gall-stones. 

COMMENTS 

Dr. Murpuy (December 8, 1915): Jaundice that comes on 
without colic is not due to cholelithiasis. In this case it is difficult 
to interpret how much pain was present for the three days pre- 
ceding September 25th. Was the pain severe enough to be 
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termed a cholelithic colic? The patient stated that he was not 
doubled up by the pain, and that the pain was in the loin; if the 
history is correct, there was jaundice alone, without frank chole- 
lithic colic. Examination, however, is more suggestive than the 


history. Across the abdomen there is a mass of infiltration which } 


is as hard as wood, as though malignant. Acute infection of the 


pancreas liberates steapsin, and this fat-splitting ferment gives 


rise to a wood-like induration which simulates carcinoma. 

The diagnosis in this case is not cholelithiasis, therefore, but 
pancreatitis, or a neoplasm which is producing the obstruction to 
the bile-ducts and giving rise to jaundice. There is a definite law 
concerning jaundice which we laid down many years ago in our 
experimental work, namely, that if jaundice was not preceded by 
colic, the chances are 96 per cent. that it is not a cholelithic 
jaundice. If, on the other hand, the jaundice was preceded by 
colic or recurrent colicky pain, the chances are go per cent. that 
it zs a cholelithic jaundice. 

There is danger in operating upon this patient because of the 
presence of the intense icterus, which, however, does not give 
rise to so pronounced a tendency to bleeding as icterus due to 
a malignant lesion gives rise to. 

Laboratory Report: Blood coagulation period is two minutes. 


OPERATION 


Note that I am making a small incision, because the operation 
must be primarily exploratory. . . . The whole wound oozes 
freely, although, according to the report from the laboratory, the 
coagulation time is two minutes. [Retractswound.] . . . The 
gall-bladder is enormously distended, acutely inflamed, and 
firmly adherent. The pancreas is greatly enlarged and thick- 
ened far to the left of the median line; there are many enlarged 
regional lymph-nodes. [Frees adhesions and elevates gall-blad- 
der.) . . . Is there a cholelithiasis which is producing the 
obstruction, or is the obstruction due to pancreatitis? I must 
take the tension off of the gall-bladder before being able to deter- 
mine the presence of stones by palpation. [Aspirates gall-bladder.] 

The bile is at first cloudy, but soon becomes thicker, 


Sr 
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like glycerin, and comes out more slowly: it contains flakes of 
mucus which occasionally obstruct the needle; and finally there 
is purulent brie at the bottom of the gall-bladder. There are no 
‘ stones in the gall-bladder, the cystic duct, or common duct— 
in complete accord with the clinical history. 

Mechanically made diagnoses never take the place of those 
made with the cortical cells, as illustrated in this case—note the 
erroneous interpretation of the skiagram. The gall-bladder tells 
the story of acute infection with infiltration. This infection had 
been present a long time before it finally involved the head of 
the pancreas: note the history, indicating that the pancreatic 
lesion began September 25th and the,gall-bladder infection took 
place July 1st. The indication to be met now is the relief of the 
cholemia, which, if it continues together with the sepsis, will 
eventually kill the patient. Had there been an organic obstruc- 
tion, our plan would have been to ‘“‘button”’ the gall-bladder to 
either the large or small intestine, but since the condition is 
entirely inflammatory, such a step is unnecessary. It was for 
the purpose of ‘‘coupling”’ the gall-bladder to the intestine that 
the button was originally brought out. 

If the sepsis subsides, this gall-bladder will return to normal: 
I shall, therefore, perform cholecystostomy. ‘That looks like a 
very badly wrecked gall-bladder, and I would perform chole- 
cystectomy were it not that I wish to drain the pancreas through 
the gall-bladder. The drainage-tube will be retained for a long 
time. The cultures taken now will be negative, for the fluid in 
these viscera does not necessarily show a growth even in the 
presence of pus. In the experiments of Dudgeon and Sargent in 
connection with pus in the peritoneal cavity the analysis showed 
that from 50 to 60 per cent. of the pus taken from the peritoneum 
was sterile, meaning that the bacteria-laden polymorphs have 
been carried away. If, however, a piece of omentum is placed in 
a culture-tube, a growth immediately ensues, just as when, in 
this class of cases, if a section of the gall-bladder is ground up and 
cultured, a growth will be obtained. . 

I shall make a small incision into the gall-bladder and evacuate 
its contents. . . . The mucosa is very much thickened, and 
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the bile is too viscid and ropy to flow through the needle of 
the syringe: the thickest bile has, of course, gravitated to the 
lower end of the gall-bladder. [Introduces purse-string suture.] 

This stitch acts as a constrictor to prevent the cut edge 
of the gall-bladder from bleeding into the organ itself. [Ties 
suture tight.| . . . Imust now make the cut edges of this gall- 
bladder mechanically a part of the rubber drainage-tube, so that 
the latter cannot separate and get away. [Passes stitch through 
gall-bladder and tube on each side and removes both hemostats 
which held gall-bladder.| . . . Now we shall try to turn the 
end of the gall-bladder in and then insert the second row of 
sutures, or the second defense-line against leakage. [Inverts 
fundus of gall-bladder.] . . . See how nicely the fundus is 
turned in! As the gall-bladder rolls up, it folds the inner row of 
sutures down into the organ and makes an entropion of its edges. 
That is not enough security, however, for the gall-bladder must 
be bound to the tube: there will be no leakage from putting the 
needle through the latter. [Sutures gall-bladder to tube—for 
technic see vol. iv, October, 1915, Fig. 231, p.903.] . . . Now 
there will be free and ample drainage of the pancreas. All the 
gauze sponges I have used are stained yellow, not from the bile 
in the course of my work, but from the secretion in the peritoneal 
cavity, which is yellow. [Closes abdominal wound, making usual 
ectropion of cut peritoneal edges and allowing room for drainage- 
tube. | 

POSTOPERATIVE COMMENTS 

The pancreas is enlarged to five or six times its normal size; 
it fills the whole upper abdomen; there are fat-necrosis flakes in 
the omentum and mesentery; there is no evidence of fluctuation 
in the pancreas. It is questionable whether this pancreas is 
capable of restoration; that is, whether it is not so necrotized by 
the infection that it will not again resume its function, in which 
case the patient will die. 

We have a rather definite law when to remove these drainage- 
tubes: the gall-bladder will be drained until its mucosa ceases 
to resemble a granulated eyelid when seen through the cysto- 
scope; thereupon the tube will be removed and the wound per- 
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mitted to close. So long as the granulated-eyelid condition per- 
sists, however, the infection has not been overcome. 

In this case drainage must be continued for a much longer 
period of time, in the hope that it will drain the pancreas. 

Many years ago, in writing the article on appendicitis, I used 
the expressions “offensive” pus and “defensive” pus. I made 
the point that in the peritoneal cavity the ‘‘defensive” pus was 
nothing more than a serous fluid filled with monomorphs and ° 
polymorphs—the quantity of pus cutting no figure whatever as 
to the presence or absence of living microdrganisms. “Offensive” 
pus comes, for example, from a ruptured appendix, where there is 
offensive gangrenous material discharged from the appendix into 
the peritoneal cavity. Polymorphs are soldiers and build defenses 
against infection, and they are the real modern types of soldiers: 
when they get a microérganism, they treat him as a foe and not 
. only kill, but also digest him. 

Some one has asked me about the value of x-rays in detecting 
gall-stones. While fully appreciating the value of x-rays, yet I 
deem them only a support to the clinical history, and in the great 
majority of cases the diagnosis of gall-stone cannot be made with 
x-rays alone. As a result of his x-ray examinations, George, of 
Boston, through his superlative skill, is having a very large per- 
centage of gall-stones show up in the pictures, and they are found 
with great uniformity at operation. It is estimated that when 
gall-stones are present, the x-rays will reveal them in about 50 
per cent. of cases. But we know that one individual in every ten 
has gall-stones, and if one should interpret every case of upper 
abdominal symptomatology where gall-stones are found in the 
skiagram as “‘a gall-stone case alone,’’ he will overlook an enor- 
mous number of other lesions which are associated in a patient 
with gall-stones. X-rays, therefore, should be employed merely as 
an adjunct and support to the clinical history, just as the reports 
of the pathologist and bacteriologist are mechanical aids which, 
in diagnosis, merely support the clinical course of the disease. 

PRP eB bec eR RS ce ie eS Meck eis Bok aes as * *F +4 * * * 

Let us now see how the patient’s history exactly fits the 
pathologic findings, and how it is at variance with the diagnosis 
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put on the board (cholelithiasis), to which I objected when I 
came into the amphitheater. 

[Intern reads history again.| . . . That is the patient’s 
own story: it fits exactly the pathologic findings. He had origin- 


ally an infection of the gall-bladder without colic and with pain. 


in the back; ‘then he had an infection of the pancreas, which be- 
came greatly infiltrated and simulated carcinoma: the common 
bile-duct often passes through the head of the pancreas, and with 
an acute infection or a cancer of the pancreas the common duct 
may be occluded, giving rise to jaundice as one of the very com- 
mon symptoms, but it is not preceded by colic. 4) 
Physical examination reyealed a mass of wood-like hardness, 
transversely elongated across the abdomen and presenting a 
number of hard nodules at its upper and lower borders. On per- 
pendicular finger-percussion over the gall-bladder the patient was 
very sensitive to pressure, showing merely that the organ was 
under tension. Then the question came up as to Courvoisier’s 
law, which was laid down in the beginning of gall-bladder work 
away back in 1889: this law is to the effect that the gall-bladder 
is contracted in 801% per cent. of the cases of cholelithiasis with 
jaundice; while it is enlarged in 90}4 per cent. of the cases of 
obstructive jaundice from causes other than gall-stones. We 
decided, therefore, that the patient was suffering from pancrea- 
titis, which was sequential to infection of the gall-bladder; and 
that the icterus was due to the compression of the duct by the 
infected pancreas and to the edema of the duct which was se- 
quential to the infection, and not due to biliary lithiasis, because, 
in my article in Sajous’ ‘‘Encyclopedia” in the early nineties, I 
laid down the law that jaundice not preceded by colic is never a 
foreign-body jaundice, while jaundice which is preceded by colic 
is a typical foreign-body jaundice. 
. Colic never arises in the so-called malarial jaundice, although 
there are pain and discomfort. Colic never arises in the case of 
obstruction to the common duct from cancer of the pancreas, no 
matter how severe it may be: the duct may be compressed until 


it is almost entirely obliterated, but colic never occurs. Colic \, 
is the manifestation of a foreign body in motion in a living tube. . 


t 
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~ Thus a free stone in motion in the cystic duct gives rise to colic, 
but once it becomes stationary, as in a diverticulum, the colic 
disappears. There may be a stone in the common duct and no 
colic, but once the stone begins to move onward, then new mani- 
festations arise in the shape of colic and cramp. There are a few 
exceptions to this rule, one of which is the large, wedge-shaped 
stone that becomes jammed in the duct, so that it does not give 
rise to colic. The stone may be an inch in diameter at the base 
and 1% inch at the apex: such a stone was found in the case of a 
physician from Vancouver, operated upon by me in 1895, who 
gave a history of pain in the upper abdomen for a number of 
years and came in nine months after having had the jaundice. 
He was a young man about thirty-five years of age. I explained 
the law to him, adding that he presented an exception, for the 
stone in his case must be so large that it does not admit of spasm 
of the duct (colic), but he was not suffering from cancer notwith- 
standing that the obstructive jaundice came on without colic. 
At operation we removed a large, wedge-shaped stone which ex- 
tended clear down into the common duct: the gall-bladder was 
contracted down to a little cicatricial mass. 


TABLE GIVING DATA ON GALL-STONES 
Two methods of formation: 
1. Naunyn’s septic. 
2. Aschoff’s aseptic. 


ANALYSIS OF BILE: (a) Liver Bite (6) GALL-BLADDER BILE 
SOLIS Nar Seen en raat ae eee ee 2.060 16.020 
Wa tere eoek, esos nel oeeashe meee 97-940 83.980 
Mucus and coloring matter............ 0.276 4.438 
Aikalinerand) bileisaltsmnvereree eon 0.847 8.723 
Laurocholate marci acer eee 0.106 1.934 
Glycocholate nce semiausercaree aeeietoee 0.741 6.789 
Rattviacidstand!soaprmecie sere = 1.058 
Gholesterintarunstcen oc wae oe coer 0.078 0.870 
eeithin Gera mats oer eae 0.028 O.141 
RAI AML Pas ete othe eta etn nen ae Sc 0.150 
Soluble; salts\ savas scents ste cen ioe 0.802 0.302 
INon-solublessaltssmcjee mie ieee iia: 0.020 0.236 


Frequency: Roth, in Basle Pathologic Institute, in 16,025 necropsies from 
1891 to rgro, found that 10.4 per cent. of all the bodies examined had gall- 
stones. Males, 5.9 per cent., and females, 15.25 percent. Practically 1-7. 


By 
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Etiology: 
1. Bile stagnation. 
2. Precipitation of cholesterin. 
3. Accretions of bile salts. 
4. Accretions of calcium salts. 
5. Influence of infection. 


Types of stones: 
1. Pure cholesterin. 
2. Coated cholesterin. 
3. Calcium. 
a. The layer of calcium and cholesterin. 
b. The cholesterin pigmented and calcium. 
c. Bilirubin calcium. 


Where are these gall-stones formed? Almost all gall-stones 
are formed in the gall-bladder. Ninety-eight per cent. by weight 
of all gall-stones is cholesterin, which is the product of dead 
epithelial cells lining the gall-bladder. In their formative stage 
gall-stones are soft and putty-like, and then they begin to crystal- 
lize suddenly, just as maple-syrup crystallizes. Each group of 
stones forms in practically the same shape: sometimes one can 
distinguish two or three crops of stones in the gall-bladder and 
deduce therefrom that two or three crops of crystals were formed. 

Gall-stones are present in one individual out of every ten, 
but they produce trouble only when mechanically disturbed by 
irritating or obstructing a duct. An acute infection is what 
starts the gall-stones forming (Naunyn), so that gall-stones differ 
from urinary calculi, which are many times the precipitation of 
salts that have been in solution in the urine. Gall-stones begin 
to produce trouble first and most commonly in the gall-bladder 
—one has pain in the gall-bladder often without colic, and that 
pain may be recurrent for years; secondly, when the stone 
passes from the cystic duct and is larger in diameter than the 
lumen of the duct, it gives rise to typical colic not associated with 
jaundice; with a stone in the neck of the gall-bladder or cystic 
duct patients may have recurrent colic without jaundice for as 
long as thirty years; finally, when the stone has progressed far 
enough to escape from the cystic into the common duct, then for 
the first time jaundice occurs, and if the stone is large enough to 
produce obstruction, the jaundice continues as long as the stone 


410 CLINICS OF JOHN B. MURPHY 


is in motion. The stone may be stationary, and if small, the 
bile may pass around it, the icterus slowly subsiding to a mild 
bronzing, which may be present with no bile in the urine for one, 
two, three, six, or even ten years until the stone begins to move 
again; now the cycle is repeated, the swelling from edema of the 
mucous membrane obstructs the’passage of the stone, jaundice 
arises and may again subside after the stone is arrested. 

At one time we believed that the icterus continued so long as 
the stone remained in the common duct. On the contrary, with 
the stone still in the common duct the icterus may entirely dis- 
appear, but there is the history of primary jaundice at the time 
the stone entered the common duct. JI recall a patient from Ten- 
nessee who had been slightly bronzed for five years without ever 
having had colic: the bronzing began originally with severe 
jaundice. When we pinned her down to an accurate statement, 
however, she said that for four years preceding the jaundice she 
had had ‘‘gastralgia.””, Now we know that for years “ gastralgia”’ 
was the regular name for gall-stone disease: that is what every- 
body called it. They figured that if she had gall-stones she would 
have to be jaundiced. You can now understand how one can 
have colics or pains for thirty years without having the stones get 
into the common duct, and how cholelithic jaundice never occurs 
unless the stones get into the common duct. As soon as the 
jaundice came the patient stopped having the “‘gastralgia,” for 
when the stones leave the cystic duct and enter the common duct 
the “‘gastralgia” stops and the jaundice begins. At operation 
we found the common duct filled with stones. I wish to empha- 
size the fact that the pain stops when the stone ceases to move 
or obstruct: in this girl’s case the colic stopped five years pre- 
vious to the time of operation. 

Postscript (February 26, 1916).—[Demonstration at Clinic.] 
This patient had an acute infection of the pancreas from the 
gall-bladder, producing the most intense jaundice I have ever 
seen: it was so intense that I felt he would bleed to death if we 
touched him, but the tissues did not bleed much, despite the 
cholemia. The pancreas was one solid mass of infiltration, and 
showed how severe the infection had been. There is practically 
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nothing left of the pancreas, for the other day we gave the patient 
olive oil, which was passed unchanged as olive oil, showing that 
there is no fat-splitting ferment left. We are giving him pan- 
creatin, although we have not very much confidence in it, but 
at the same time we give it because it is supposed to have an 
effect. 

He had recurrent diarrhea with no emesis, gradual emaciation, 
and notwithstanding the fact that we refed him his own bile, the 
marasmus continued and terminated fatally March 28, 1916. 


CHRONIC CHOLECYSTITIS—PANCREATIC 
LYMPHANGITIS—METASTATIC ARTHRI- 
TIS—CHOLECYSTECTOMY 


Summary: Clinical history of patient; comments—salient features of case presented 
by Dr. Mix; operation—correlation of symptoms and signs with pathologic 
findings; gall-bladder greatly infiltrated, suggesting malignancy; cholecystec- 
tomy; postoperative comments—review of pathology of gall-bladder. 


CLINICAL HISTORY OF PATIENT 

A FEMALE, fifty-nine years of age, was admitted to Mercy 
Hospital December 8, 1915. The family history reveals no tuber- 
culosis or malignancy. 

When a child, the patient suffered from intense jaundice for 
a long period of time. 

During the past fifteen years the patient has been subject to 
attacks of indigestion, usually following a full meal: the chief 
feature of each attack was a “lump” which gathered just under 
the sternum on the right side; relief was obtained by self-induced 
vomiting, usually about two hours after the onset of the attack. 
The attacks occurred at intervals of three or four months. There 
was no distinct cramp-like or sharp pain in the region referred to. 
Chills and fever, nausea and vomiting, were absent, except as 
above stated. Blood was never vomited nor passed in stools. 

In 1902, while cleaning a clothes-closet one hot afternoon, the 
patient was prostrated by a sudden attack of syncope, and for 
two days showed subnormal temperature. When recovering from 
this attack the patient noticed severe pain in the back of the head 
and neck, and a tender spot over the occiput on the right side, 
which prevented her from resting at night on that side. The 
headache was almost constantly present for two years, and was 
relieved by osteopathic treatment: the dizziness still persists, 
however. 

413 
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In June, 1913, the patient noticed the left ring-finger begin- 
ning to swell at the proximal interphalangeal joint: the enlarge- 
ment increased slowly for almost one year, when, in May, 1914, 
it rapidly increased in size, so that within one month it was four 
times as large as the corresponding finger on the right hand. 
The swelling of the finger subsided under treatment, but at 
present it is stiff at the proximal joint and cannot be fully flexed. 

Since their onset the attacks of indigestion have continued at 
infrequent periods, but were not accentuated during the time the 
finger was enlarging. The patient is not subject to sore throat, 
but states that one tonsil is enlarged. 

Early in May, 1915,—seven months ago,—there was a severe 
attack of indigestion characterized by cramp-like abdominal pain 
and by a sensation of distention which was so distressing that an 
anodyne was required. Four hours after the onset of the attack 
the patient obtained relief by vomiting a large quantity of bile 
after being given a hypodermic injection of apomorphin. Tender- 
ness persisted over the upper abdomen for several weeks; there 
was no chill or fever, nor was the patient jaundiced. 

A second attack occurred two months later, on July 4, 1915: 
it was quite similar to the one just described. 

A third severe attack occurred four months later, on Novem- 
ber 3d: the urine was very dark, and the physician stated that 
the patient’s eyes were yellow. The attack lasted for one day 
and was relieved by emetic doses of apomorphin. Since this 
attack the patient has been very tender over the upper abdomen. 

Last month the patient was operated upon for hemorrhoids 
which had been present for about ten years. 

Within the past two months the patient’s weight has been 
lowered by about 12 pounds; the appetite is fair; the bowels are 
greatly constipated and require a cathartic. 


COMMENTS 


Dr. Murruy (December 13, 1915): The patient’s narrative 
spans a long period of time and possesses two salient features. 
First, the indigestion, with at times gall-bladder retention-signs, 


CHRONIC CHOLECYSTITIS 415 


but no signs of continued obstruction. The other feature is that ’ 
of signs of intestinal intoxication with joint-manifestations from 
metastatic infection. The more recent signs point toward the 
gall-bladder as the seat of trouble. Dr. Mix has had the patient 
under observation for some time, so that I shall request: him to 
discuss the history with you. 

Dr. Mix: The history which I myself obtained from the 
patient varies in some essential details from that given by the 
intern. The most important omission is the story of a very in- 
tense jaundice when the patient was seven years of age. Accord- 
ing to her story the icterus was of a malignant type, in that it 
was associated with a tendency toward the formation of black 
and blue spots on her body wherever she was touched. Cholemia 
of great severity tends to affect the walls of the veins to such an 
extent that diapedesis of the red blood-cells is extremely easy, 
and rupture of the vessel-wall by no means infrequent after the 
slightest trauma. She was intensely jaundiced for weeks, and 
her color was permanently changed. Before this jaundice she 
was a flaxen-haired blonde, but after the jaundice her skin took 
on a darker hue, which it has retained up to the present time. 

The patient is inclined to place the beginning of her disturb- 
ance in the year 1900, when she began to be bothered with attacks 
of indigestion. The important point in the record of these 
attacks is that usually they were of short periodicity. They lasted 
only a day or a part of a day, and, as a rule, were the result of 
indigestion following a very full meal. After a full meal a “lump”’ 
seemed to gather under the sternum and to the right side. If the 
patient forced herself to vomit,—as she frequently did, by putting 
her finger down her throat,—she would be relieved of this lump, 
and the attack of indigestion would be over. 

A second important feature is that at about this same time 
she was troubled with signs of infection. To be sure, there is no 
history of chills or of fever at this early date, but there is a his- 
tory of attacks of very pronounced headache, which lasted for 
about two years up to 1902. Such headaches associated with 
attacks of indigestion of short periodicity, with a disagreeable 
feeling beneath the sternum, and to the right side, are fairly 
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| / suggestive—taking into consideration, furthermore, the early 
| history of icterus—of biliary tract infection. 

Substantiating this conclusion is the history of the absence 
of hematemesis or melena, and the presence of bile in the vomitus. 
Bile in the vomitus is a sign of a peritonitic irritation of the upper 

\. abdomen, and especially of the right quadrant. It means reversal 
in the direction of the peristaltic wave, which is reflex in origin, 
from a diseased or irritated peritoneum. It can occur in peri- 
gastritis, periduodenitis, and pericholecystitis. Biliary tract 
infections are very apt to lead to peritonitic irritation from in- 
volvement of the peritoneum about the gall-bladder. Frequently 
the gall-bladder becomes adherent to the adjacent structures,— 
especially to the duodenum and occasionally to the pylorus,—in 
which cases vomiting of bile is by no means unusual. 

Still another point in the patient’s history may be used to 
strengthen the diagnosis of biliary.tract infection, and that is, the 
presence of vertigo. Usually in an individual fifty-nine years of 
age vertigo means arteriosclerosis, but if you recall the history, 
the vertigo appeared as far back as 1902. Vertigo appearing so 

_ early is apt to be due to causes other than arteriosclerosis, and is 

~ not infrequently associated with biliary tract infection. I should 
interpret the vertigo in this case as being due to disease of the 
biliary tract, rather than to chronic arteriosclerosis. 

Aside from these preliminary remarks, which are somewhat 
conjectural, we have three important seizures of great diagnostic 
import. The first attack was in May, 1915. The patient told 
me that this attack came on about 12 o’clock midnight. It was 
associated with a very slight chilly sensation, but so far as she 
knows there was no fever. She was nauseated, but did not vomit 
until after a hypodermic injection of apomorphin. This induced 
vomiting, and aborted the attack after the latter had lasted for 
about two hours. No jaundice followed this attack, but she says 
that she did notice that she passed putty-colored stools about 
that time. She also noticed that she was tender over the upper 
part of the abdomen for several weeks following this attack in 
May. : : 

The second attack occurred on July 4th. This, she remembers 
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distinctly, was associated with a pronounced chill and with slight 
fever. She also says that the physician who attended her noticed 
a trace of icterus appearing in the sclere after the attack. This 
attack was also controlled by apomorphin, which, by causing her 
to vomit, emptied the stomach and aborted the attack. 

The third attack occurred in October, 1915. This was very 
severe for one day, and was relieved by the hypodermic injection 
of a drug, the nature of which she does not know. This attack 
kept the patient in bed two weeks. Although the great severity 
of the pain was of only one day’s duration, yet she was so pros- 
trated by suffering that it was judged best for her to remain in 
bed two weeks. An indication of the amount of pain which she 
had at this time is the fact that she was burned with a hot-water 
bottle. This hot-water bottle not only burned the skin, but , 
indicated to us pretty clearly where the pain was. The place of — 
the burn is located beneath the right costal border and in the 
right flank. Evidently the pain was most intense in this terri- 
tory. Following this attack in October she noted that her bowel- 
movements had a clay color on several occasions, but they were 
not constantly of clay color. There was also much tenderness - 
beneath the right costal border, lasting for a period of eight weeks, ° 
following this attack in October. 

When one takes into consideration these three attacks,— 
the first in May, the second in July, the third in October,—all 
similar in character and associated with very severe pain, relieved 
by vomiting,—induced on two occasions by apomorphin,—all 
associated with tenderness beneath the right costal border, two 
with putty-colored bowel-movements, one with a very slight 
amount of icterus in the sclerotic coats, there can be but one con- 
clusion, and that is, that the patient is suffering from biliary 
tract infection. 

There is another symptom of very great importance to be 
mentioned, and that is that in June, 1913, the ring finger of the 
patient’s left hand in the joint between the middle and proximal 
phalanges began to swell until in one month it was twice the size 
of the corresponding finger on the right hand. The patient, who 
is a woman of means, consulted several physicians in regard to 
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this joint-trouble, and received various diagnoses. By one sur- 
geon a diagnosis of sarcoma was made, and it was proposed that 
the finger be amputated at once in order to prevent a subsequent 
necessary amputation of the whole hand or arm. Another sur- 
geon suggested that it was arthritis of intensity great enough to 
require resection of the joint. She objected to this because she 
did not want her finger to stick out like a poker. She thought it 
was better to have it remain larger and capable of being bent, 
rather than to be reduced in size and kept stiff. She, therefore, 
refused to have anything done. The finger looks like an ordinary 
dactylitis, on either a tuberculous or syphilitic basis. A Wasser- 
mann examination was found to be negative. A tuberculin test 
also turned out negative. There remained only one conclusion, 
and that was that this joint-disease was associated with some 
focus of infection somewhere in her body. Indeed, it was this 
joint-disease which led to the discovery of the gall-bladder 
trouble, because it was the joint-disease which brought her to 
my Office and which led to an investigation of the case. Evidently 
the joint—since it had proved to be neither tuberculous nor 
syphilitic—was gouty or metastatic. On the theory that it 
might be gouty she was examined very carefully for gouty mani- 


~~ festations elsewhere, but none was found. On the theory 


that it might be metastatic she was examined for signs of dis- 
turbance elsewhere, and then the gall-bladder history was dis- 
covered. 

Physical examination shows no tenderness over the appendix. 
There is no history, nor any element pointing to disease of the 
appendix at any time in the patient’s life. The urine at the pres- 
ent time shows a trace of bile,—indicating the existence of biliary 
tract infection,—normal color and normal specific gravity, and 
the absence of albumin, sugar, casts, and red cells. There is no 
history of disturbance on the part of the stomach, except such 
disturbances as occurred at the time of the biliary seizures. When 
her gall-bladder trouble is latent, she never has any gastric dis- 
turbance. There has never been pain between the attacks in 
May, July, and October, either in the duodenal area or in the 
epigastrium. The entire freedom from disturbance on the part 
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of the stomach between these very short storm-periods certainly 
evidences the absence of ulcer of either the stomach or duodenum. 

Inasmuch as there is no evidence of appendicitis, so far as 
physical examination or history is concerned; since there is no 
evidence of gastric or duodenal ulcer in the history or in the results 
of physical examination; and since there is a focus of infection, 
as shown by the slight chilly sensations, occasional fever with 
headache and vertigo, short periods of painful activity and com- 
paratively long periods of freedom from trouble, no history of 
hemorrhages, but three important painful seizures of short dura- 
tion occurring in May, July, and October, we are forced to the 
diagnosis of biliary tract infection, with or without gall-stones. / 
As we have no history which points to clear, colic-like attacks of 
pain, we are not justified in diagnosticating the existence of gall- 
stones. The duration of the case, however, as well as the inten- 
sity of the biliary tract infection, suggests that stones are present, 
rather than absent. 


OPERATION 


Dr. Murpuy: Dr. Mix’s interpretation of the symptoms and 
signs is exactly in consonance with the pathologic facts as re- 
vealed by our incision: the gall-bladder reveals the typical stip- 
pling of infection and is firmly bound down to the pylorus. [Frees 
gall-bladder from adhesions to pylorus.] . . . The stomach 
reveals neither ulcer nor beginning cancer. There is no calculus 
in the biliary tract, but there is a slight thickening of the head 
of the pancreas. The gall-bladder is so badly diseased that it 
does not resemble a gall-bladder: this infection probably accounts 
for the metastatic joint-infection. The gall-bladder feels sus- 
picious: its walls are so thickened by infiltration as to suggest 
malignant degeneration. [Performs cholecystectomy.] 

Upon opening this gall-bladder we find that the mucosa is not 
malignantly infiltrated, so that the thickening of the organ itself 
is probably the sequence of infection, since carcinoma is always 
a primary lesion of the mucosa. The infiltration has extended into 
the liver. [Cauterizes stump of cysticus with 95 per cent. phenol.] 
This gall-bladder was infiltrated to the superlative degree: 
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as soon as you look at it you do not wonder that metastatic 
arthritis and rheumatism arose from it as the primary focus. I 
feel greatly relieved that the infiltration is inflammatory and non- 
malignant in type. [Applies and secures drain to stump of cystic 
duct.| . . . Ifthe duct begins to leak bile,—as it sometimes 
does,—we may rest assured that good drainage has already been 
established. The firm binding of.the gall-bladder to the pyloric 
zone of the stomach accounted for the recurrent obstruction- 
retention without an organic obstruction. To prevent reforma- 
tion of these adhesions I am covering over the abraded surfaces 
with the gastrohepatic omentum. 

The post-operative fixation of the Plone zone of the stomach 
to the liver seriously interferes with the patient’s comfort fol- 
lowing cholecystectomy; and it is for that special reason more 
than any other that we are not performing more cholecystec- 
tomies. 


POSTOPERATIVE COMMENTS 


The clinical history of this patient may readily be correlated 
with the pathologic findings. The thirteen or fourteen years of 
gastric disturbances, for example, were due to infection, fixation, 
and obstruction of the gall-bladder: gall-stones do not do the 
mischief themselves, but it is the pathologic changes induced 
by the gall-stones. Every gall-stone is primarily an infection- 
sequence—that is, the stones are formed from infection of the 
gall-bladder (Naunyn); these foreign bodies, by their presence 
in a more or less infected zone, keep up a continued production 
of cholesterin, which, in turn, keeps increasing the number of 
stones until finally there is the arrest of the microdrganisms of a 
more virulent type, which start up suppuration in the gall-blad- 
der. This patient’s gall-bladder contained pus as well as brie: 
such a white gall-bladder always results from infection. The 
virulence of the infection was spread over a long period of time, 
and the ensuing pathologic changes caused the gall-bladder to 
contract as much as possible upon its contents. 

This cicatricial contraction of the gall-bladder consequent 
upon infection accounts for that part of Courvoisier’s law which 
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states that the gall-bladder is contracted in 801% per cent. of the 
cases in which the common duct is obstructed by stone. 

When the ligature on the cystic duct cuts through,—usually 
on the sixth or seventh day,—there is a leakage of bile for some 
days: I consider this a fortunate, rather than an unfortunate 
occurrence, for it aids in the drainage of the pancreatic zone. 

Pathologist’s Report.—Examination of the gall-bladder re- 
vealed total destruction of the mucosa by a chronic inflammatory 
process with much connective-tissue reaction. There were small 
hemorrhages with edema in the layers of the wall. Cholecystitis 
chronica with ulcer-formation: no malignant changes in region 
of ulcers. 

Postscript—The patient made an uneventful recovery and 
left the hospital within the usual time. 


CHOLELITHIASIS, PANCREATITIS, APPEN- 
DICITIS—CHOLECYSTOSTOMY, APPENDEC- 
TOMY 


Summary: Clinical history of patient; comments—réle of appendiceal sepsis in 
etiology of gall-stones; sites of formation of gall-stones; operation—stones in 
gall-bladder, pancreas enlarged; cholecystostomy, appendectomy. 


CLINICAL ‘HISTORY OF PATIENT 


A MALE, forty-seven years of age, was admitted to Mercy 
Hospital January 5, 1916. The family and past histories are 
negative. 

During the past twenty years, at intervals of one year, in 
addition to headaches, the patient has had griping pains in the 
right lower quadrant of the abdomen: the pains were followed 
by nausea and vomiting, tenderness over the lower abdomen, and 
fever; the patient was incapacitated for several days, and each 
attack was followed by constipation. 

Six months ago, in July, 1915, the patient had a sharp attack 
of pain, which began near the navel and gradually radiated to 
the right iliac fossa: the pain was so severe that it doubled him 
up, and he was given a hypodermic injection of morphin; fifteen 
minutes later he became nauseated and retched, but did not 
vomit. Fever came on, and the patient had a severe chill: he 
remained in bed three days and then felt fairly well. 

Eight weeks ago, on November 12, 1915, the patient was 
awakened by a sharp cramp in the lower abdomen, which gradu- 
ally radiated around to the right iliac fossa: the cramp was fol- 
lowed by nausea and vomiting, and at the end of half an hour 
by a chill and fever of 101° F. He was treated with cold com- 
presses and medicines for one week when, on November 19, 1915, 
he had another severe attack of abdominal pain, localizing in the 
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right iliac fossa, with nausea and vomiting, chills and fever: his 
‘abdomen was distended and very tender, and he passed neither 
flatus nor feces; he was very deeply jaundiced and his urine was 
dark. The next day he was operated upon: a large appendiceal 
abscess was incised and drained; the appendix was not removed; 
after a week’s drainage the wound healed. 
. One week ago, on December 29, 1915, the patient had a sharp 
cramp in the right upper abdominal quadrant, which was so 
severe that it doubled him up. The cramp gradually diminished 
in intensity and became dull and aching. The patient was dis- 
-\tended and very tender over this region. He had no chill or fever, 
but his conjunctive showed slight jaundice. The next day the 
stools were clay-colored and putty-like, and the urine was very 
dark: later the patient became very much jaundiced. Similar 
attacks, attended with slight fever, occurred three days and two 
days ago, and on the day of admission. 


COMMENTS 

Dr. Murruy (January 11, 1916): It is now five days since 
the patient had his last attack of colic, and since then his jaun- 
dice has very materially cleared up, so that we hope the stone, 
which we presume to have been in the common duct, has left 
that duct. 

I should like to inquire what réle the sepsis from the appendix, 
which he has had for a number of years, played in the production 
of the gall-stones. For a long time it was believed that gall- 
stones were always the sequence of infection, but. we are left in 
doubt by the more recent experiments of Aschoff, who concludes 
that stones are formed, without infection, from the cholesterin 
from the dead epithelial cells of the gall-bladder. 

Most gall-stones are formed in the gall-bladder: occasionally 
one is formed in a diverticulum or a small dilated intrahepatic 
duct. Courvoisier reported finding a large number of gall-stones 
in the hepatic duct; but these stones were, in fact, formed in the 
gall-bladder and were forced into the hepatic duct during the 
contraction of the gall-bladder because the common duct was 
obstructed by a larger calculus. 
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In an article entitled, “Intrahepatic Cholelithiasis,’’ Lewisohn 
(Annals of Surgery, May, 1916, 535-540) writes: 

“The question of the formation of intrahepatic stones is of 
the greatest interest to the surgeon. Every surgeon will experi- 
ence cases where, after a previous cholecystectomy and a thor- 
ough removal of common duct stones, he has to reoperate on 
account of jaundice. At the second operation, he again finds 
stones in the common duct. The ques- 
tion then arises: Were these stones 
overlooked ,at the first operation? 

The stones removed from 
the hepatic ducts differ absolutely in 
shape, color, and character’ from the 
stones found in the gall-bladder. 

It is therefore beyond doubt 
that intrahepatic stones can be and are 
formed in the liver.’ [Italics ours.] 
(See Figs. 81, 82.) 

It has not been an uncommon ex- 
perience to have gall-bladder symp- 
toms with or without infections mani- 
fest themselves shortly after acute 
attacks of appendicitis. Dr. C. H. 
Mayo’s case was a striking one of 
that type. 


Fig. 81.— Diagrammatic 
side view. X, Removal of in- 
OPERATION trahepatic stones from the dia- 


: : - + phragmatic surface of the liver 
[Celiotomy through vertical inci Cewicaun ene nail oeesur 


sion in outer portion of right rectus gy). 
muscle above navel: edges retracted.| 

The gall-bladder is non-compressible, thickened, and 
white: there is a stone impacted in the cystic duct, which we have 
succeeded in pressing back into the gall-bladder. The head of the 
pancreas is infiltrated and contains quite a notch: this infiltration 
interferes with exploration of the common duct for stone. [Unsuc- 
cessful attempt made to aspirate gall-bladder: incision then made 
through fundus.| . . . The bile is thick and viscid and con- 
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tains millet-seed stones, so that aspiration was futile. I am re- 
moving several stones with the spoon, as well as a large quantity 
of thick, rope-like bile. . . . Exploration of the common 
duct reveals no stone. [Performs cholecystostomy in the manner 
described above on p. 405.] 

On November 20th the patient was‘operated upon for appen- 
diceal abscess, but the appendix was not removed. “We shall take 


Fig. 82.—Postmortem specimen illustrating intrahepatic cholelithiasis (Lenhartz). 


advantage of the present opportunity of removing the organ, for 
if we do not, the chances are that we shall have to remove it 
subsequently during an attack. [Exposes appendix; encounters 
firm, dense adhesions; stump of chronically diseased appendix 
was removed; sponges and instruments accounted for; celiotomy 
wound closed with allowance for exit of drainage-tube.] . . . 

Postscript (January 28, 1916).—The patient’s condition is 
splendid: his convalescence has been uneventful. 


CARCINOMA OF CHOLELITHIC GALL-BLAD- 
DER—EXPLORATORY CELIOTOMY 


Summary: Clinical history of patient; comments—dquestion of the girdle-pains of 
tabes; table showing useless surgical operations in tabes; review of history; 
diagnosis of palpated nodule; operation—exploratory; postoperative com- 
ments—“‘silent” gall-stones; primary sarcoma of gall-bladder. 


CLINICAL HISTORY OF PATIENT 

A FEMALE, fifty-three years of age, was admitted to Mercy 
Hospital January 22, 1916. The family history is negative. 
Nineteen years ago, when seven months pregnant, the patient 
suffered an attack of typhoid fever, which lasted six weeks. She 
has also been operated upon for hemorrhoids. 

One month ago, on December 23, 1915, the patient had a 
severe, sharp cramp in the right upper quadrant of the abdomen, 
which radiated around to the back and upward to the right 
shoulder: it was not severe enough to double her up, and after 
about two hours gradually subsided into a dull ache. She had 
neither fever nor chill; did not feel nauseated; did not vomit, 
nor was she jaundiced after the attack. The stools the next day 
were of normal color and consistency—not clay-colored—and 
contained neither mucus nor blood. The dull ache in the right 
upper quadrant continued. 

Three days later, on December 26th, there was another simi- 
lar attack of pain, which was relieved by medicine, but which 
left in its wake tenderness over the right side of the epigastrium: 
even the pressure of the bed-clothing was annoying. 

Four days later, on December 30th, she had another attack 
of pain in the epigastrium which lasted all day, and which was 
followed by a dull, aching, dragging sensation, radiating toward 
the shoulder. The stools were normal, and the bowels moved 


every other day. 
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These attacks repeated themselves at intervals of about two 
or three days up to the present time. The patient has had no 
fever, nor has she been jaundiced, although the conjunctive have 
a subicteric tinge at present. 

The patient has seven children living and well. One baby 
was stillborn at seven months: no history could be obtained of 
sore throat, rash, alopecia, or nocturnal headaches: The pupils 
react to both light and accommodation; the Romberg sign is 
negative; both knee-jerks are present. 


COMMENTS 


Dr. Murpuy (January 27, 1916) :, Notwithstanding the still- 
birth there is nothing to confirm the suspicion of lues, or that 
these pains are the girdle-pains of tabes—the common lesion for 
which celiotomies are performed unnecessarily under the mis- 
taken diagnosis of gastric or duodenal ulcer, gall-stones, or appen- 
dicitis. In some cases of tabes one has the clinical history to rely 
upon, but the cases which are hard to differentiate are those in 
which the inaugural symptoms are gastric crises. One may have 


any, of the abdominal lesions mentioned and still have a plus 
von Wassermann reaction complicating the diagnosis, but in the 


majority of cases the latter is easy once tabes is suspected. 


USELESS SURGICAL OPERATIONS IN 1000 CASES OF TABES DORSALIS. 


—(Nuzum.) 

NUMBER OF 

Surceon’s DrAcnosis OPERATIONS 
Gastric: ulcer seis aos ee oe ee eee 19 
Gallestones onicholecystitiS ase ase ae ee 19 
Appendicitis ce. cnedanc tents Bote aoe eee ee 18 
Salpingitisn 74... Rate conse iether ee eS 13 
Exploratoryalaparotomiy qenn oe eet eee ee ee 9 
Renaly.cal culiysss ass, meee Ae ete, ey ae i 
Postoperativiesad besionsi yen eter te eee if 
(umoroticaudarequina sea sre eT ante ne I 
Sclaticar(merve stretching) eae ee ae eee I 
IMeningocele SSaz.ch rant ae seiee ene eree ee Tet edt I I 
Ectopic'gestationwicic) aemstes aioe nuiaeys mene ae I 
PeritOnitiss ti niiascat ahh ecm: Uo ee ee I 
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This patient presented no history of a lesion in the right upper 
abdominal quadrant previous to the gall-stone pain which oc- 
curred just one month ago, and the two major attacks in the 
interim were typical in the pain radiating toward the shoulder 
and followed by nausea and vomiting and sensitiveness in the 
right hypochondrium: on admission to hospital she was still 
somewhat sore, but not so sensitive as one might expect from a 
recent attack. She had, however, on examination an apparently 
normally flexible liver-margin; but a little to the right of the 
umbilical notch a hard nodule the size of the thumb projects ’ 
below the edge of the liver: the latter is flexible above and below 
the nodule. The patient’s history of typhoid fever suggests an 
etiologic factor in the production of gall-stones, and from our 
observations it is the commonest cause; appendicitis, also, is an 
etiologic factor. 

The nature of this hard nodule is conjectural: Is it a single 
stone lodged in the fundus of the gall-bladder or in a diverticu- 
lum? Is it the gall-bladder filled with stones? Or is it a neoplasm? 
Cancer of the fundus of the gall-bladder is, we believe, the se- 
quence of frequent irritations; but cancer of the’ gall-bladder is 
such a rare disease in proportion to the number of gall-stone cases 
that if stones are the etiologic factor it is surprising that they do 
not produce this evil result more frequently. 


OPERATION 


[Celiotomy through outer margin of right rectus muscle above 
navel: wound-edges retracted.| . . . The nodule which we 
felt is the gall-bladder, enlarged, hard as wood, and full of gall- 
stones. The liver above the gall-bladder is as hard as wood and 
the regional lymph-nodes are enlarged and hard. The stomach 
and other abdominal viscera are uninvolved. In view of these 
cancerous findings it would be futile to remove the gall-bladder 
or perform any other type of radical operation. [Specimen re- 
moved from liver for pathologic examination; instruments and 
sponges accounted for; wound closed without drainage.] 
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POSTOPERATIVE COMMENTS 


There is nothing in this patient’s history to lead one to believe 
that the gall-stones had existed for such a long period of time: 
not one gall-stone case out of one hundred in which the stones 
have been confined to the gall-bladder shows anything in the 
history that indicates the presence of stones. When cancer in- 
volves the fundus of an organ, there are few or no manifestations 
of its presence; but when it involves the neck or outlet, the 
opposite obtains. 

A case somewhat similar to ours in clinical history and opera- 
tive findings, but which proved to be primary sarcoma of the 
gall-bladder, was reported by Carson and Smith (Annals of Sur- 
gery, December, 1915, 688): cholecystectomy was performed, 
and the part of the liver invaded with tumor tissue was removed 
with the gall-bladder. The patient died four days after operation. 

This is the ninth well-authenticated case of primary sarcoma 
of the gall-bladder which has been reported, although this disease 
may be of more frequent occurrence. In one of Landsteiner’s 
cases there existed in the gall-bladder, besides the sarcoma, an 
epithelioma which had arisen as a metaplasia of the mucous mem- 
brane and was invading the deeper structures of the wall. There 
is a curious tendency in some of the tumors to grow in the direc- 
tion of the cystic duct. Invasion of the substance of the liver is 
common, even in the case of small tumors: the involvement 
of the liver by an extension of the growth from the gall-bladder 
may become very great. Gall-stones were found in all cases 
except one. 

Postscript.—There was primary union. The patient pro- 
gressed uneventfully to recovery. 

(For bibliography of cases of biliary calculi previously pub- 
lished in the CLinics see vol. iv, December, 1915, 1143.) 


PYLORIC OBSTRUCTION. FROM CICATRICIAL 
BAND—RELEASE; OBLITERATIVE APPEN- 
DICITIS—APPENDECTOMY 


Summary: Clinical history of patient; comments—analysis of history; the diag- 
nosis of juxta-pyloric ulcer; order of symptoms in duodenal ulcer; operation— 
a cicatricial band found obstructing pylorus and angulating stomach: band 
dissevered; no ulcer found; obliterative appendicitis—appendix removed. 


CLINICAL HISTORY OF PATIENT 


A MALE, twenty-nine years of age, was admitted to Mercy 
Hospital November 18, 1915. The family and past histories 
are negative. 

Two years previously, in December, 1913, the patient began 
to suffer from belching of gas and regurgitation of sour material 
within two or three hours—and often immediately—after eating. 
There were pain and occasionally nausea, but rarely was there 
vomiting. He was troubled throughout the winter, but im- 
proved in the spring and remained fairly well throughout the 
summer over a period of six months, when the stomach distress 
returned: it has persisted up to the present time. 

The belching and regurgitation have been becoming gradually 
worse, while within recent months the pain has given way to a 
severe gnawing and burning discomfort in the stomach, which is 
most marked from two to three hours after meals: this discomfort 
affects also the esophagus and pharynx; there is neither sharp 
pain nor vomiting. Heartburn occurs from two to three hours 
after each meal, and often awakens him at night—as late as 4 or 
5 A. M.: it is relieved by eating, but returns from two to three 
hours after the relief-food is ingested. 

Blood has not been noticed in the stools. There are occa- 
sional attacks of diarrhea, which last from a day to a day anda 
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half. The patient has not been jaundiced: he has not lost 
weight. 


COMMENTS 


Dr. Murpuy (November 20, 1915): This patient’s malady 
began in December and continued throughout the winter: in 
the spring it disappeared and remained quiescent until the next 
fall, when it returned, and since then it has continued up to the 
present time. He has symptoms of distress after meals, followed 
by food-relief. The disease comes on in the fall, is better in the 
summer, becomes worse again in the winter, and finally becomes 
continuous: there is the presence of a little blood in the gastric 
lavage. Has he duodenal ulcer, gastric ulcer, chronic (obliter- 
ative) appendicitis, or gall-bladder disease? 

In all these cases one must make his diagnosis on the patient’s 
story, rather than on the physical examination, for the latter al- 
ways leaves an element of uncertainty as to the diagnosis. While 
patients frequently relate the same story of the same lesion, yet 
the history is fairly uniform if you keep asking it over and over 


) again. In many cases of duodenal ulcer the history is fairly 
clear and accurate—so accurate, indeed, that one can establish 


the diagnosis on the basis of the history, particularly if he has 
had the patient under observation for a long time. 

I notice sitting here in the arena Dr. Torpey, who lives in a 
small town in Iowa of 2800 inhabitants: at different times he has 
referred cases of gastric and duodenal ulcer to me,—I think five 
within a very short time,—and in each case he made a positive 
diagnosis as to whether it was gastric or duodenal ulcer, and in 
every case the diagnosis was confirmed at operation. The fact 
that five cases occurred in such a comparatively short time in one 
physician’s experience alone in a small town of 2800 inhabitants 
emphasizes the frequency of juxta-pyloric ulcer. An enormous 
percentage of these cases is overlooked and diagnosed as hyper- 
acidity: one of the handicaps in an operating clinic is that we 
must establish the diagnosis from the patient’s history, instead 
of from seeing him in an acute attack, when it is comparatively 
easier to make the differential diagnosis. 
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This is not a clean-cut case, but one in which a large interro- 
gation point should be placed after the preoperative diagnosis. 
The usual order of symptoms in duodenal ulcer is, first, that the 
greatest pain comes on from two to four hours after meals; 
secondly, belching from the large quantity of gas which gathers; 
thirdly, temporary food-relief; that is, upon the intake of addi- 
tional food during the seizure. In this case food-relief was not a 
striking symptom, since the patient had not carefully observed 
it; however, by merely asking him on what occasions he took 
food-material for relief and what he took, we were able to draw 
the conclusion that he had some kind of food-relief: he did not 
give the clear history of food-relief which so many patients with 
duodenal ulcer give, but he gave the symptoms of gastric reten- 
tion, which is confirmed by skiagram. 


OPERATION 

[Celiotomy incision placed through outer portion of right 
rectus muscle above level of navel: the muscle was not divided, 
but was drawn inward; wound-edges retracted and exploration 
begun.] . . . I am examining first the pyloric zone of the 
stomach, because 84 per cent. of all cases of gastric ulcer involve 
that zone. There is hyperplasia of the muscular tunic of the 
stomach, showing that there has been an obstruction to the out- 
let. There is no palpable evidence of ulcer at the pylorus: this 
indicates that at least it is not the chronic indurative type of 
ulcer that exists in the stomach. The stomach is suspended at 
a sharp angle, which is due to a sharp band binding it at the out- 
let: this band passes up to the transverse fissure of the liver, and 
is so strong that the patient may be lifted from the table by it. 
[Dissevers the band.] . . . Now the stomach is free and can 
be brought up into the field without any difficulty. The duo- 
denum is dilated beyond the usual degree, but shows no scar on 
its dorsum, which is the commonest site of duodenal ulcer. 
Neither a gastric nor a duodenal ulcer is present to account for 
the cicatricial band. The gall-bladder is fairly readily com- 
pressible, contains no stones, and is free from adhesions. 


It remains to inspect the appendiceal zone. . . . The 
VOL. v—28 
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ileum is brought into the field without traction, showing the 
absence of a Lane kink. On dislodging the caput coli, we find 
the appendix passing through a slit in the mesoappendix and 
buried in a pocket behind the peritoneum: its lumen is narrowed 
at its base, and the organ is infiltrated at its end. [Appendix 
removed by usual technic; instruments and sponges accounted 
for; peritoneum closed by making ectropion of edges; posterior 
sheath of rectus sutured; rectus muscle allowed to fall back into 
place; anterior sheath accurately sutured; skin closed without 
insertion of drainage.]| . . . The atypic history justifies the 
atypic findings. 

Postscript (January 11, 1916).—The patient has had no 
further gastric distress and is feeling fine. 


ULCER OF DUODENUM AND OF JEJUNUM— 
ANTERIOR GASTROJEJUNOSTOMY BY OB- 
LONG BUTTON METHOD 


Summary: Clinical history of patient; comments—analysis of history; operation— 
exploration and findings; selection of type of anastomosis depends upon patho- 
logic findings; antecolic (anterior) gastrojejunostomy performed with oblong 
button. 


CLINICAL HISTORY OF PATIENT 

A MALE, sixty-two years of age, was first admitted to Mercy 
Hospital January 29, 1915. ‘The family and past histories are 
negative. 

During the past fifteen years the patient has suffered from - 
‘dyspepsia,’ which was characterized by a sensation of heaviness - 
and burning in the throat, belching of gas, nausea and vomiting, 
and constipation. | 

During the past four years this “‘dyspepsia”’ has been worse. 
The patient has pain from one to three hours after eating, which 
is relieved by belching; the nausea and vomiting come on from 
two to three hours after meals, and vomiting of sour material 
gives relief: gastric lavage also gives relief. At no time has the 
patient vomited blood nor passed blood in the stools. These 
attacks occurred monthly during this period. 

On January 12, 1915, before eating supper the patient had a 
sensation of distress in the epigastrium, which twenty minutes 
later was followed by pain, then nausea and vomiting: he 
vomited everything he had eaten for two days; the vomit- 
ing lasted four hours, with intermissions of from five to ten 
minutes. The pain was dull in character, but required a hypo- 
dermic injection of morphin: it lasted throughout the night, 
until the anodyne was administered. Two days later, after par- 
taking of a light meal for the first time, the patient vomited 
twenty minutes later. The next day he ingested some oatmeal, 
and four hours later some barley-water; three hours after taking 
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the latter he vomited both oatmeal and barley-water. He has 
not been able to eat anything since, and even a little water makes 
him vomit immediately. He has never passed a stone, gravel, or 
blood in the urine. He has never been jaundiced, nor has he 
had colicky pains. The stools are normal. 

The patient became rapidly emaciated, declined operation, 
and was put on a course of medical treatment for duodenal ulcer. 
He regained his health and almost his full weight, and was dis- 
charged from hospital March 12, 1915—a striking example of 
a medical cure. 

The second admission was on December 19, 1915. After the 
previous discharge from hospital the patient remained free from 
symptoms for six months, when there ‘appeared loss of appetite 
and sensation of distress in epigastrium after meals, eructations 
of sour material, and loss of weight. These symptoms continued 
until the latter part of September,.when there began a burning 
sensation in the abdomen twenty minutes to one hour after eating, 
and eructations of sour material, which usually relieved the dis- 
comfort. 

On October 1st the patient was awakened about 12.30 A. M. 
from a sound sleep with a scalding pain in the epigastrium: he 
induced vomiting, which brought forth a large amount of green- 
ish fluid and food ingested at breakfast and at the other two 
meals; the vomiting relieved the pain. 

After October 1st the pain recurred between 12 and 12.30 
every night. On December 15th—four days before admission— 
the patient was awakened about 10 o’clock in the evening with a 
sharp cramp in the upper abdomen, which extended entirely 
across, but no severer on the right side than on the left: the 
pain lasted about twenty minutes, when the patient was given 
bicarbonate of soda, which induced vomiting and relieved him. 
There was considerable soreness all over the upper abdomen for 
ten days after this attack. The next day the bowel movements 
were black and tarry, but by the end of two days the stools had 
regained their normal color: during this time the patient did not 
faint or feel dizzy, nor did he have palpitation of the heart or 
black spots before his eyes. There was no chill or fever or 
vomiting of blood. 
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On account of pain and vomiting caused by eating, the patient 
gradually became weaker from the lack of food: he lost ten 
pounds between October 15th and the time of admission. 

On December i1gth, at 10 o’clock in the morning,—shortly 
after admission to hospital,—the patient vomited nearly 4% a 
pint of coffee-colored material: this was sent to the laboratory 
and proved to be blood. 

Examination by Dr. Murphy (December 10, 1915).—No ab- 
dominal tumor is palpable, nor is there any tenderness of the 
abdomen. Skiagrams reveal obstruction to the outlet of the 
stomach and involvement of the gall-bladder. The patient was 
advised to be operated upon immediately, but preferred to post- 
pone operation until after the holidays. 


COMMENTS 

Dr. Murpuy (January 31, 1916): The patient gives a history 
of gastric disturbances extending over a period of fifteen years, 
with periodic attacks coming on about once a month. With the 
attacks he had pain in the epigastrium coming on from one to 
three hours after meals: the pain was relieved by vomiting, but 
not relieved by the further intake of food. One year ago he had 
an attack of acute epigastric pain, soreness in epigastrium, and 
black, tarry stools, but no hematemesis. 

In December, 1915, he had the evidence of near-perforation 
in his upper abdomen, with nausea and continued soreness for a 
long period of time after the acute pain. 

After leaving hospital on December roth he was home just 
one week when he was taken with another severe attack, and was 
readmitted to hospital December 19th, since which time he has 
been under preparatory medical treatment. 

Our diagnosis is duodenal ulcer with attempts at perforation 
and sequential adhesions, etc. 


OPERATION 
[Celiotomy incision placed through right rectus muscle above 
level of navel; wound-edges retracted.| . . . As we explore 


the upper abdomen we find that the gall-bladder empties easily, 
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but is adherent to the duodenum. The under surface of the arch 
of the duodenum is involved in an extensive inflammatory in- 
duration, which indicates the site of a duodenal ulcer. In chronic 
ulcers in this situation the pylorus forms the Great Divide: if 
the ulcer is on the gastric side of the pylorus, it is liable to undergo 
malignant degeneration in a certain percentage of cases; while 
if on the duodenal side, such a liability is rarely manifest. 
There is another ulcer in the first portion of the jejunum, causing 
slight stenosis: this is but the second ulcer which I have seen in 
this situation. . . . The head of the pancreas is not thick- 
ened. ‘There are infiltration and a chronic inflammatory condi- 
tion over the whole surface of the pancreas, and much thickening 
and shortening of the transverse mesocolon from scar-tissue, 
showing the result of peritoneal infection at the time of attempted 
perforation of the ulcer. 

From study of the living pathology it is evident that the 
ulcerous condition has been present for a long time and has been 
getting worse. The proximal ulcer extends from the pyloric zone 
out into the duodenum: it had attempted to perforate, but ad- 
hesions formed from repeated attacks of peritonitis, leaving scar 
tissue, which represented the efforts of nature to keep the ulcer 
from opening into the free peritoneal cavity. These very adhe- 
sions, however, are so situated as to prevent our performing 
gastrojejunostomy by the retrocolic or posterior route: we shall, 
therefore, employ the antecolic, or anterior route, with a loop of 
from 18 to 20 inches in length, using our oblong button for the 
anastomosis. 

[Performs gastrojejunostomy in accordance with technic 
already described in vol. v, February, 1916, 24.] 

Postscript (February 27th)—The stitches were removed on 
the fourteenth day: there was complete primary union. The 
patient passed the button on the seventeenth day. On discharge 
from hospital he was in splendid condition. 

A pril 3, 1916.—The patient reports that he is much improved, 
and that he feels quite well and looks well. His appetite is fine, 
and he sleeps soundly. Weight, 16814 pounds. 

[The bibliography of duodenal ulcer was published in this 
volume, February number, page 26.] 


OBTURATION ILEUS—RELEASE BY DISSEV- 
ERANCE OF BAND—TALK ON INTESTINAL 
OBSTRUCTION 


Summary: Clinical history of patient; emergency operation—band obstructing 
small intestine was found and dissevered; postoperative comments—nature 
of the lesion; postscript—talk on intestinal obstruction. 


CLINICAL HISTORY OF PATIENT 


A FEMALE, twenty-four years of age, was admitted to Mercy 
Hospital January 10, 1916. ‘The family history reveals that the 
patient’s mother died from “perforation of the bowel” when sixty- 
nine years of age, and that one brother died from pulmonary 
tuberculosis. 

Nearly five years ago, in May, 1911, the patient complained 
of a dull ache in the pelvis, especially on the left side: she was 
not menstruating at this time. Soon there began slight after- 
noon fever, which quickly led to a continuous fever of from 1o1° 
forr02 UF. 

On May 28, 1911, the patient was attacked by severe, ex- 
cruciating abdominal pain which was diffuse throughout the ab- 
domen, but most marked below the navel. On examination the 
abdomen was found distended and very tender; there was fever 
of 103°-104° F. She was operated upon that same evening: a 
pus-tube was removed and drainage instituted. The drainage- 
tubes were removed five days later, on June 2d, and the wound 
healed within fifteen days. 

Since the operation the patient has maintained a fairly good 
state of health. There was a tendency toward constipation, 
which was warded off by cathartics. She suffered from gas- 
discomfort in the region of the sigmoid flexure. 

Sixteen days previous to admission, on December 25, 1915, 
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the patient was attacked by violent generalized abdominal 
cramps, which were wave-like and recurred two or three times a 
minute, and felt as though the bowels were trying to overcome 
an obstruction. There was no vomiting or fever. The abdomen 
was tense, tender, and distended with gas. The pain was severe 
enough to require an anodyne, which afforded relief. There 
was no bowel movement, and no gas was passed. a 

The next day the patient was given a high enema, and very 
little feces and gas came away. The patient took and retained 
some nourishment. The pains continued and required two more 
doses of morphin for relief. The stomach was washed out, but 
the abdomen remained distended and tense. This condition con- 
tinued for about two weeks: high enemata were administered 
daily and resulted in some small amounts of feces and flatus. 

On January 7th the patient was feeling somewhat better. 
An enema was administered and brought away considerable gas 
and feces. 

On January 8th the pains returned—this time severer than 
at any previous time. In the evening the patient vomited a 
small amount of greenish slime: the next morning the physician 
washed her stomach out and recovered fecal matter. She was 
admitted to hospital the next day. 

Examination by Dr. Murphy (January roth, 12 M.).—The 
patient’s skin is cyanotic. Stomach washings reveal about 
two ounces of very offensive material. On superficial percussion 
there is slight flatness in the right iliac fossa: elsewhere through- 
out the abdomen there is great resonance; peristaltic waves can 
be seen passing along the bowel, culminating in the right iliac 
fossa, under the scar of the previous operation. 

The stethoscope revealed stormy borborygmus, with the ex- 
plosions occurring at the end of each wave just beneath the scar 
in the right iliac fossa. This is a very important sign in the local- 
ization of the point of obstruction previous to the operation. On 
piano percussion small zones of flatness were outlined beneath the 
scar. These show the von Zeugermann-Teufel areas of shorten- 
ing so characteristic of mechanic obstruction. 

Diagnosis: Mechanic ileus of the obturation type; otherwise 
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this patient would have been dead long before this time, as it is 
fifteen days since the initial obstruction was noted. 


OPERATION 

Dr. Murpuy (January roth, 2 p. m.): After dividing the right 
rectus muscle and its sheaths there is noted vaulting forward of 
the peritoneum, and upon incision of the latter free fluid escapes, 
probably accounting for the flatness. The coils of small bowel 
are greatly distended, as was found upon physical examination 
before operation. The cause of this distention is, as you see, a 
band due to intestinal adhesions, under which passed a coil of 
small bowel: this coil was not completely obstructed, nor was it 
gangrenous; it showed, however, a deep depression from the 
long-continued pressure of the band. [Reéstablishes lumen of 
compressed portion of bowel by dissevering band; with a catgut 
stitch tucks in raw surface of bowel due to pressure of band; 
sponges and instruments accounted for and wound closed with- 
out drainage] . . . 


POSTOPERATIVE COMMENTS 

This was a case of obturation ileus, thereby accounting for 
the fact that the patient was able to live so long, and was in 
complete accord with her physician’s diagnosis of ‘‘incomplete 
obstruction.”” There was great hyperplasia of the small intestine 
above the point of obstruction, showing the long period the bowel 
had been under tension trying to force the intestinal contents 
through the point of mechanic obstruction. 

The mortality of acute intestinal obstruction continues to be 
colossal and appalling. The able paper recently written by that 
master teacher and brilliant operator, Dr. John B. Deaver, in 
conjunction with Dr. George G. Ross (Annals of Surgery, Febru- 
ary, 1915, 198), accentuates this, as it shows that there is approxi- 
mately a 40 per cent. mortality for acute mechanic intestinal 
obstruction, including both the internal and the external type. 
In this calculation of 40 per cent. mortality, 56 per cent. were 
strangulated hernia, namely, external obstructions, so that ap- 
proximately 56 per cent. at least should have been recognized 
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early and should therefore have a mortality of not more than 2 or 
3 per cent., while the other 44 per cent., though more difficult 
of recognition, as a rule, have symptoms that are clean cut and 
pronounced, and a diagnostician of average information and ex- 
perience should recognize them, and when recognized as mechanic 
obstructions, a man of mediocre information should insist upon 
an immediate operative procedure. ts 

McGlannan’s experience with massive strangulated hernia 
(see p. 452) shows that the mortality rate is nearly 50 per cent., 
as against 26 per cent. in other forms of strangulated hernia, 
corresponding with Deaver’s. 

When, in a clinic by such a master as Deaver, the mortality 
of intestinal obstruction still continues high, it must be admitted 
that the mortality is not an operative mortality, but a procras- 
tination mortality—a mortality due to either failure or delay in 
making and acting upon a diagnosis. It seems to me that the 
profession must raise its voice to a higher pitch in condemning 
this practice in the future than it has in the past. There is no 
longer an excuse for this mortality. It has not materially im- 
proved in thirty-five years, notwithstanding the great improve- 
ment in diagnostic aids and in the technic of operative procedures 
—a rather sad commentary on the pace of general advancement 
of the medical profession. 

The classification of ileus, the chronologic order of symptoms, 
the physical signs in the various types of dynamic, adynamic, 
and mechanic ileus, seem so plain that they should be compre- 
hended and mastered by every general practitioner of medicine. 
The clinical story makes up four-fifths of the information; the 
physical findings, laboratory information, etc., make up the re- 
maining fifth. It is, however, a bedside proposition, better, an 
immediate bedside proposition, where the elaborate laboratory 
and machine diagnostic aids cannot be made readily available. 
Therefore, clinical experience and analysis of clinical symptoms 
and signs must always constitute the greatest factors in arriving 
at a positive differential diagnosis. 

If one could withhold the abuse of the hypodermic in these 
cases, I am sure that the greatest barrier to timely differential 
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diagnosis would be overcome. But that medical curse—the 
hypodermic—is so easily available and puts the patient in such 
comfort and ease with himself that his pathology ceases longer 
to cry aloud for relief, and he is lulled to a hasty euthanasia. A 
law that the hypodermic injection should not be given in acute 
abdominal lesions until the diagnosis is made is one that should 
be stamped on the coverlid of every hypodermic case. The 
public needs some instruction in this particular, as they cry out 
for the patient’s immediate relief, rather than for a diagnosis, and 
then an intelligent and safe ‘‘relief”’ of the patient. 


TABLE SHOWING ETIOLOGY OF 276 CONSECUTIVE CASES OF ACUTE 
INTESTINAL OBSTRUCTION ADMITTED TO THE GERMAN HOS- 
PITAL, PHILADELPHIA, DURING THE DECADE ENDING 1913 
(DEAVER AND ROSS) 


Postoperative adhesionsm rine se. t ecco ere ne 81 cases 
Postntlammiatory,adhesions:...5.00-.+00+.92--05- TOMS 
Strangilated! hernide ss sn n ke eveasiske nei. Maver uate TSO 

THTgiineUs. So chi Mace eee Sie ea eile aa Ned antes 77 

[Remotaliearrt ate ites ek eee 50 

Um D1 Cal weg cmier ere Poa ees en een i aR 21 

Wien tral Shane aren: cache seen ae kos Ae 7 

Subdiaphragma ticuay ee smne tin mre es I 
Garcimnona Ousiemolderieena secre at aera oe Se ass 
IVOlvill stemnorncrtene dy cic aves. lattes ohivychee ees cee ences Cahn 
ecalaimpactionees cacao nee sae & Seen CRs 
a EtiSSUSCeD tl On ara ate einen retain ah basta area Cee 
INGYDAMIC MEUSmrienieLt hatin eicret oie ang ce cea oy 
Gonvenital Pans vcctay cc stace ene rerihese ee ch a ace ayes I case 
Cause not known or not recorded.................. 2 cases 


Postscript (March 2, 1916).—The patient made an uneventful 
recovery and left hospital in usual time. She had gastric lavage 
every three hours following the operation, until no more fluid 
accumulated in the stomach: she also received proctoclysis of 
1% pints of sodium bicarbonate, 6 : 1000, every three hours. The 
following day she passed flatus, and the second day, feces. She 
was not given a cathartic at any time. 

A cathartic immediately following an operation for intestinal 
obstruction is always a source of danger, and is not indicated. 
The intestine needs no additional cathartic irritation. If the 
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obstruction has been of long duration, a full dose of pituitrin 
should be administered and repeated every three hours until 
peristalsis is reéstablished. (For further observations upon the 
use of pituitrin in paralytic ileus consult article by Gibson in 
Annals of Surgery for April, 1916, 447.) 

(For a talk on the varieties, symptoms, and treatment of 
ileus, with illustrative cases, consult vol. iii, AuguSt, 1914, 617- 
661.) 


POSTOPERATIVE VENTRAL HERNIA (THREE 
CASES). STONE IN CYSTIC DUCT—CHOLE- 
CYSTOSTOMY (CASE III) 


Summary: Case I.—Clinical history of patient; comments—review of surgical 
history; necessity of restricting use of morphin; operation—extensive ad- 
hesions encountered; imbrication-operation performed; postoperative com- 
ments—pulmonary edema as a cause of death; prevention and treatment of 
pulmonary edema. 

Case II.—Clinical history of patient; comments—exploration of abdomen 
when operating for incisional hernia; the high mortality of umbilical and ven- 
tral hernia: its causes; operation—dense adhesions encountered in lower 
abdomen; imbrication-operation performed; postoperative comments—effect 
of hot oil on adhesion-formation. 

Case III.—Clinical history of patient; comments—adhesion-formation in 
incisional hernia; importance of early operation; operation—stone in cystic 
duct; cholecystostomy; imbrication of flaps. 


CLINICAL HISTORY OF PATIENT 

A MALE, thirty-five years of age, was admitted to Mercy 
Hospital June 3, 1915. The family history reveals that the 
patient’s father died from carcinoma of the stomach. The 
patient contracted gonorrhea thirteen years, and a chancre 
twelve years, previously: he received modern luetic therapy. 

In 1898 the patient suffered an attack of fever, jaundice, and 
constipation, and was laid up in bed for one week. For many 
years he was constipated and had attacks of abdominal pain in the 
umbilical region, which often confined him to bed for two or 
three days at a time. 

In 1911 the patient was operated upon for appendicitis: the 
appendix was eight inches long and was removed. For some 
months after the operation he felt fairly well and was able to 
attend to his work. 

In 1912 the pain in the abdomen recurred, but was moderate 
in severity, though often continuing for days at a time: it was 
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not localized. The patient was usually more comfortable when 
the stomach contained food: there was occasionally food-relief. 

In July, 1913, the patient was operated upon for gall-stones, 
but none was found: the gall-bladder was drained for two or three 
weeks, but without relief. 

Since the second operation the abdominal pain has come on 
intermittently: it is not associated with chills‘or fever; the 
attacks are often so severe that morphin is required for relief. 
Vomiting is associated with the severer attacks alone. There 
is no blood in the stools. 

During the last year or two the patient has been an invalid: 
he becomes very tired when walking or standing and has severe 
temporal and occipital headaches, usually in the morning upon 
awakening. 

Romberg’s sign is negative. The pupils react to light. The 
patellar reflexes are greatly exaggerated. The Wassermann test 
is negative. The urine showed hyaline casts. 

The appendectomy scar is firm and does not protrude. There 
is an enormous protrusion at the site of the gall-bladder opera- 
tion: the nerve-endings in the scar are very sensitive. Skia- 
gram reveals elongation of the stomach to the right, with ap- 
parent contraction of the pyloric zone for a distance of three 
inches toward the fundus. There is no evidence of obstruction 
of the large intestine. 


COMMENTS 


Dr. Murpuy (June 5, 1915): The frequency. with which the 
anodyne was administered is not stated in the history: in the 
heavy expression, the drooping mouth, and the glaring eyes, his 
is the classic facies of the drug habitué. 

The patient had originally some trouble in his abdomen: 
whether or not it was appendicitis no one can say, because one 
can obtain no corroborative evidence of that malady from him. 
The appendix was presumably removed on account of pain in the 
right side of the abdomen and constipation. Next the gall- 
bladder was operated upon, but without relief: following this 
operation there was an incisional hernia, seven or eight inches in 
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length. We shall explore the abdomen, for we haven’t the 
slightest idea of what is causing the pain, nor are we convinced 
that he has real pain. 

This is a disagreeable case, for the patient is a drug habitué 
of the doctor’s making: I speak of it as a professional matter. 
Unfortunately, too many such cases are of our making. The 
primary dose of morphin is a crime wherever there is a lesion pro- 
ducing recurrent pain: once you start it, you cannot get away 
from it, and if you do not give it to the patient some one else will. 
A dose of morphin administered to relieve the pain of acute in- 
flammatory trouble, if given after the diagnosis has been made, is 
an entirely different matter; but the morphin should never be 
given in such a case until after the diagnosis has been established. 
Experimental surgery has shown that morphin is a real anti- 
phlogistic and subdues inflammatory action. 


OPERATION 


[The abdominal cavity was entered through the gall-bladder 
hernial scar: exploration revealed very extensive adhesions, but 
no distended coils of intestine or other evidence of obstruction to 
the digestive tube as a sequence of the adhesions; a small ad- 
hesion between the pylorus and the infundibulum of the gall- 
bladder; no evidence of ulcer at the pyloric zone of the stomach, 
no evidence of gastric dilatation, and no hernia at the site of the 
appendectomy scar. After freeing the small and large intestines 
about the hernial zone, the great omentum was folded upward to 
cover the whole regional peritoneum and sutured in the gastro- 
hepatic fossa, so as to prevent adhesion of the stomach and in- 
testines to the under surface of the liver, or to the parietal peri- 
toneum, and the incision was closed by the longitudinal overlap- 
ping flap method, which resulted in great diminution of the girth 
of the abdomen. After closing the peritoneal cavity the field 
was sponged off with 5 per cent. phenol, and the skin was closed 
with catgut sutures. A rubber drainage-tube was inserted into 
the subcutaneous wound to provide for the escape of oozing 
of blood during the first forty-eight hours, thereby preventing 
hematoma-formation. | 
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POSTOPERATIVE COMMENTS 


The postoperative mortality of cases of large incisional and 
massive umbilical herniz is apt to be comparatively high, from 
the development of pulmonary edema. When put back to bed, 
the patient is usually in good condition, but difficulty in breathing 
appears and becomes more and more marked; a slight irritat- 
ing cough develops, cyanosis begins, and then foamy material 
bubbles out of the mouth, becoming bloody. 

In my childhood days I heard tales of the lumbermen in 
northern Wisconsin—of how, after riding from twelve to twenty- 
four hours a day with the temperature down to 30° or 40° below 
zero, some of these men came into the house, sat down by the 
stove, went to sleep, and never awoke. The cause of death in 
these cases was pulmonary edema from the sudden entrance into 
a warm room after the long exposure to cold. 

The first case of pulmonary edema I saw after graduating in 
medicine was in a patient who had Bright’s disease. After 
coming in from a sleigh-ride this man sat down by the stove, began 
to cough a little, and developed increasing difficulty in breathing. 
I saw him probably one hour after the onset of the symptoms: 
he became more and more cyanotic every few minutes, and al- 
though he was perfectly rational, yet I notified his brother that 
he would die very quickly, and he died two hours later. 

We had been performing hernia operations of all types for 
twenty years before meeting with a case of pulmonary edema, 
and while that patient died, since then we have had three other 
cases, and all three recovered. 

This patient will be placed in bed with the foot of the bed 
elevated from 8 to 15 inches. He will be given atropin,—;4, 
grain every four hours,—and if pulmonary edema appears, the 
atropin will be pushed in doses of sy grain every half-hour until 
the physiologic limit is reached, and to the atropin, morphin and 
adrenalin will be added: we believe that adrenalin has had some 
influence in aiding the recovery of our later cases. 

The only explanation which I have offered for the develop- 
ment of pulmonary edema is a deficiency in the action of the dia- 
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phragm muscle in breathing. The cause of death lies in the fact 
that the diaphragm does not act promptly against the increased 
intra-abdominal tension due to the reduction of the hernia and 
approximation of the wound-edges, so that respirations become 
shorter and shorter. Many years ago, in 1898, we showed con- 
clusively that the diaphragm is the piston of respiration, the other 
muscles being accessory only, and that anything which interferes 
with the diaphragm interferes also with the real piston of respira- 
tion. It is exactly like the piston of an engine: it produces a 
minus pressure by its contraction. 
Postscript.—The patient made an uneventful recovery. 
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CASE II 


CLINICAL HISTORY OF PATIENT 


A FEMALE, thirty-three years of age, was admitted to Mercy 
Hospital June 15, 1915. The family and previous histories are 
negative. 

Sixteen months previous to admission the patient underwent 
an abdominal operation, but she does not know what the nature 
of the operation was. She has felt weak since the operation. She 
has never been jaundiced. 

Examination by Dr. Murphy (May 11, 1915).—Tenderness is 
elicited by perpendicular finger-percussion in the gall-bladder 
zone. ‘The perineum has been well repaired. Vaginal examina- 
tion reveals a small cyst in the left ovary, which is not, however, 
large enough to require an operation. At the site of the opera- 
tive scar there is separation of the aponeurosis with a hernial 
protrusion, and there is extensive diastasis of the recti muscles. 


COMMENTS 


Dr. Murpuy (June 16, 1915): In addition to the large in- 
cisional hernia, the patient states that she has the same pain 
which she had before the operation. In the presence of such a 
hernia with its inevitable adhesions, not only is a second opera- 
tion unpleasant, but the picture of the average disease in the 
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abdomen is blurred by the adhesions: nevertheless, owing to the 
tenderness on perpendicular finger-percussion over the gall- 
bladder, we are going to examine the gall-bladder and the rest 
of the abdomen so as to relieve her of the cause of the pain as 
well as of the hernia. 


iy 


19 inches 


Fig. 84.—(Cullen.) 


[Refers to case of hernia described above (p. 445).] Since 
we operated upon that patient an article upon the subject of 
massive umbilical and ventral hernia by McGlannan, of Balti- 
more, has appeared (Surg., Gyn., and Obstet., June, 1915, 700- 
704). Comparing the mortality of these varieties with that: of 
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inguinal hernia, McGlannan found that in a series of 1900 non- 
strangulated inguinal hernias there were but 4 deaths—a mor- 
tality rate of a little over o.2 per cent.; while in a series of 197 
umbilical and ventral hernias operated upon by the same group 
of surgeons during the same period of time, there were 6 deaths— 
about 3 per cent. In this latter series there were 46 massive 
hernias with 3 deaths—about 6 per cent.; and when strangula- 
tion complicates the condition, the mortality rate in the massive 
hernias reaches nearly 50 per cent., as against 26 per cent. im all 
other forms 

Massive umbilical hernias usually occur in the very corpulent 
(Figs. 83 and 84), and in those well advanced in years. The 
mortality is due to lesions of the cardiovascular and renal sys- 
tems (Bright’s disease, myocarditis, arteriosclerosis, etc.) or to 
pulmonary edema (see p. 448). 

After the operation this patient remained in bed for two 
weeks, and the wound healed by primary union, without suppura- 
tion. We do not hold the surgeon responsible for the develop- 
ment of this hernia, because a postoperative hernia may form 
despite what one does to prevent it. 


OPERATION 


[Exploration revealed that the gall-bladder was compressible 
and free from adhesions and stones; that the pyloric zone of the 
stomach was free from adhesions; and that dense, fibrous ad- 
hesions prevailed throughout the lower half of the abdomen, 
the uterus being covered by a mass of adhesions. . The adhesions 
were freed from the anterior abdominal wall until the hernia 
was exposed throughout its length: at one place the large in- 
testine entered a diverticulum in the sac. After freeing the ad- 
hesions and reducing the hernia, the omentum was interposed 
and fixed between the intestines and the anterior abdominal wall; 
the operative field was swabbed with 5 per cent. phenol, and the 
wound was closed by an overlapping flap operation (as in Fig. 
85), figure-of-8 silkworm-gut sutures being so inserted as to 
include both sheaths of the recti muscles and also obliterate the 
dead space between the anterior sheath and the skin. The skin- 
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4 
edges were approximated with horsehair. A fine drain was in- 
serted beneath the superficial stitches, to be removed at the end 
of forty-eight hours.] 


POSTOPERATIVE COMMENTS 
I have seen this severe type of adhesions only in cases in 
which an attempt had been made to prevent their formation by 


Fig. 85.—The transverse overlapping flap operation for ventral hernia. Dotted 
line indicates edge of lower flap. 


pouring hot vaselin or paraffin into the peritoneal cavity: the 
densest and firmest adhesions I ever saw were the sequence of 
such a method of treatment. 

Postscript (March 7, 1916).—Nine months have elapsed since 
the operation was performed. Examination today reveals a 
strong operative scar: there has been no recurrence of the hernia. 
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CASE stit 


CLINICAL HISTORY OF PATIENT 

A FEMALE, fifty-seven years of age, was admitted to Mercy 
Hospital September 13, 1915. The family and previous histories 
are negative. . 

Nine months ago, in December, 1914, the patient was operated 
upon for suppurative appendicitis: two weeks after the opera- 
tion she had pain, chills and fever, and a pelvic abscess which 
discharged through the vagina. By the end of five days she had 
recovered, but noticed near the line of incision a bulging of the 
abdominal wall which, on coughing, protruded to about the size 
of a cucumber: this bulging was never present while the patient 
was at rest. There is no pain. 

The patient has noticed an area of tenderness near the right 
costal margin, which has been more marked in the past year. 
She states that in August of each year she suffers from ‘“‘bilious 
attacks’’—no colic and no jaundice, but the skin becomes yel- 
lowish. 

Examination by Dr. Mur phy (September 2, 1915).—When the 
patient coughs, there is a marked anterior bulging of the ab- 
dominal wall, which extends above and below the line of the scar, 
but which is not sacculated. There is an oval mass in the gall- 
bladder notch of the liver: it moves synchronously with the liver, 
and from its oval shape feels like a gall-bladder under great ten- 
sion, but palpation cannot be accurately carried out owing to the 
sensitiveness of the scar from the previous operation. Vaginal 
examination is negative. 


COMMENTS 
Dr. Murphy (September 15, 1915): We must anticipate ad- 
hesions in this case, first, because an abscess followed the removal 
of the appendix; secondly, because when incisional hernia has 
developed after an operation in an infected field the rule is that 
the intestine will be found adherent to the wall of the hernial sac. 
Nearly two weeks ago we operated upon a patient in whom a 
large calculus had been left impacted in the ampulla of Vater 
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following cholecystectomy performed elsewhere (case reported 
in vol. iv, December, 1915, 1137-1143). We removed the stone 
transduodenally. A long period of suppuration had followed the 
previous operation of cholecystectomy, and a large number of 
adhesions were present: it took us nearly one-half hour to find 
a free area of peritoneum anywhere in the abdomen, but we hope 
that we shall not encounter that condition here. 

The presence of this hernia is very annoying to the patient- 
In addition to the bulging, there is paralysis of the rectus muscle 
on the inner side of the line of incision: the bulging itself extends 
higher than is usual after an operation for the removal of the 
appendix. 

It is now only nine mohths since the original operation was 
performed—not a very long time. Given an incisional hernia, 
the shorter the period of time that has elapsed since the operation 
was performed, the less liable the patient is to suffer ill-effects 
from the operative reduction of the hernial contents into the ab- 
dominal cavity, with the consequent increase of intra-abdominal 
pressure. 

OPERATION 

[On opening the abdomen it was found that the bowel was not 
adherent to the anterior abdominal wall, but to the margin of 
the hernial sac, from which it was freed; the gall-bladder was 
enlarged, and a stone was impacted in the cystic duct; the stone 
was displaced from the cystic duct into the gall-bladder, and 
cholecystostomy was performed in the usual manner. After 
accounting for sponges and instruments the wound was closed by 
the imbrication-flap method. A wound-splint was applied to 
prevent transverse cutting and necrosis of the skin from the 
pressure of the silkworm-gut.| 

Postscript (October 5, 1915).—It is now three weeks since the 
operation was performed: the wound healed by primary union, 
and the stitches were removed today. The drainage-tube was 
removed on the tenth day. 

(For further comments upon postoperative ventral hernia, 
together with illustrated description of operative technic, consult 
vol. iii, August, 1914, 861-869.) 


CARCINOMATOSIS OF PERITONEUM—EX- 
PLORATORY OPERATION 


Summary: Clinical history of patient; comments—differential diagnosis; opera- 
tion—exploratory; postoperative comments—clinical course of the disease; 
cystadenomata vs. papillomata of peritoneum. 


CLINICAL HISTORY OF PATIENT 

A FEMALE, forty-five ‘years of age, was admitted to Mercy 
Hospital February 21, 1916. The family and past histories are 
negative. Menstruation began when the patient was thirteen 
years of age, has always been regular, occurred every twenty- 
eight days, lasted from three to four days, and required one or 
two napkins a day: the latest period occurred one week ago. 
The July menstruation was accompanied by abdominal pain; 
the October menstruation was accompanied by abdominal pain 
and repeated vomiting; the January menstruation began while 
the patient was in bed with pleurisy, and lasted six days—two 
days longer than usual—and was accompanied by soreness in the 
lower abdomen, but there was no fever; the February menstrua- 
tion was ten days late and lasted only three days. 

On July 17, 1915,—seven months previous to admission,— 
the patient was attacked by severe pain in the right and left iliac 
regions, which did not radiate. Fever, nausea, vomiting, and 
tenderness were absent. The duration of the attack was one- 
half of an hour. 

On July 2oth a similar attack occurred and lasted the same 
length of time. 

On October 1st the bowels became markedly constipated and 
were moved with great difficulty. 

On November 26th dull pain began in the lower portion of the 
abdomen and at times radiated down the lower limbs. The 
pain lasted for the greater part of the day, and required a dose of 
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morphin for relief. After each meal the patient was nauseated 
and vomited. She was tender over the lower portion of the 
abdomen—especially in the right iliac region. There was no 
fever. 

Since November—now three months—pain and vomiting 
have occurred daily. The bowels have become more regular: 
they have contained neither blood nor mucus. There is no dis- 
comfort after eating. The patient has slowly lost in weight. 
The urine is negative. The heart-sounds are normal. 

Examination by Dr. Murphy (February 21, 1916).—Bimanual 
palpation reveals a mass extending for three inches above the 
symphysis pubis, and situated more to the left of the midline. 
Occupying the pelvis—especially the right side—there is a hard 
tumor, which has pushed the uterus far down into the vagina, 
until its fundus rests just beneath the symphysis. This tumor 
has the resistance of a fibroid and cannot readily be displaced 
from the pelvis: the uterus is freely movable upon it, and the 
mass should be interpreted as an ovarian fibroid or a thick-walled 
ovarian cyst. 

COMMENTS 

Dr. MurpHy (February 23, 1916): During the past three days 
we have operated upon three cases of ectopic gestation, and while 
that condition might come into mind, yet in this case the history 
is different; the uterus appears to be lifted out of the pelvis, and 
the latter contains a hard, resistant tumor. It is a ‘question 
whether or not this pelvic tumor is associated with an impreg- 
nated uterus. The clinical history is not a clean-cut one of a 
fibroid of the uterus—unless it should be an extramural fibroid, 
which gives a peculiar clinical history. 

The patient is forty-five years of age. Excepting the men- 
strual symptoms, this patient’s history corresponds to that of 
ovarian fibroid: a dermoid tumor, too, could give rise to a similar 
history, but typical dermoid tumors of the pelvis do not impart 
such a wood-like feel, and, moreover, they are small. During 
the bimanual examination I was unable to displace the tumor 
from the pelvis: it seemed to be wedged in that cavity. The 
cervix rested anteriorly and was so soft that it suggested im- 


Fig. 86.—Carcinomatosis of peritoneum disseminating probably from rupture of 
adenocarcinomatous ovarian cyst. 
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pregnation of the uterus. There were free fluid in the peritoneal 
cavity and some irregular nodules, extending over to the left of 
the larger tumor mass, but connected with it. 


OPERATION 


[Upon opening the abdomen free fluid was found in the perito- 
neal cavity: the peritoneum itself was somewhat edematous, and 
an indurated mass the size of a ten-cent piece was excised from 
the parietal peritoneum; upon opening the peritoneal cavity 
more widely both parietal and visceral peritoneum were found 
studded with thousands of similar masses (Fig. 86), which re- 
sembled the miliary implants of a ruptured cystadenoma. A 
mass was found filling the pelvis: it was wood-like in hardness, 
round, smooth, and possibly an ovarian fibroma. On the left 
side of this a conglomerate massing of these neoplasms and 
tumors prevented palpation or inspection of the ovaries. An 
immediate microscopic examination was made, which showed it 
to be adenocarcinoma, probably from the rupture of an adeno- 
carcinomatous ovarian cyst. The condition being inoperable, 
the sponges and instruments were accounted for, and then the 
incision was closed without drainage.] 


POSTOPERATIVE COMMENTS 


These cystadenomata are primarily semimalignant in char- 
acter, but eventually become malignant: like malignant disease 
of the peritoneum, they tend to disseminate, not through the cir- 
culatory channels, but on the surface; eventually they spread 
over the entire peritoneum, the ascitic fluid increases in quan- 
tity, and finally the patient becomes enormously distended and 
dies from the effects of the parasitic tumors. In thus terminat- 
ing life the disease behaves like malignant disease, but differs 
from the latter by metastasizing upon the surface alone. 

Cystadenomata come and go very much like warts, and oc- 
casionally they are cured by therapeutic doses of x-rays and 
arsenic, as in the case of a patient from Indiana upon whom we 
operated six years ago, and who is now living and well. 
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These cystadenomata are closely related to papillomata of 
the peritoneum, and are implants of epithelial cells. 

The prognosis in this case is not necessarily fatal, unless 
upon examination the specimen should prove to be carcinoma. 

Pathologic Diagnosis.—Carcinoma of the peritoneal lymph- 
nodes. This was confirmed by~hardened sections. Invasion 
and mitoses are present in all portions of the section. 

Posiscript—The wound healed per primam. The patient 
will be treated by therapeutic doses of x-rays, sodium cacodylate, 
and Coley’s serum. 

The tumor continued to enlarge, notwithstanding the enor- 
mous doses of x-rays, administered through the Coolidge tube, 
and the colossal doses of sodium cacodylate given. She left 
hospital in seven weeks. 

(A case of carcinomatosis of the peritoneum emanating from 
a carcinoma of the colon as a primary focus is reported in vol. iv, 
April, 1915, 277-87—illustration on p. 283.) 


TUBERCULOUS PERITONITIS, ENTERITIS, 
LYMPHADENITIS—EXPLORATORY  CELI- 
OTOMY 


Summary: Clinical history of patient; comments—construction of diagnosis; 
operation—tuberculous peritonitis, enteritis, and lymphadenitis—celiotomy 
with closure; postoperative comments—the pathology and curability of tu- 
berculous enteritis and peritonitis. 


CLINICAL HISTORY OF PATIENT 


A FEMALE, thirty-eight years of age, was admitted to Mercy 
Hospital November 21, 1915. The family history is negative. 
During the past fifteen years the patient has suffered from 
“bronchitis.”” She was operated upon eight years ago for ‘‘tumor 
of the stomach”’; one year ago for ‘‘appendicitis”; and eight 
months ago a third abdominal operation was performed, the 
nature of which she does not know (vide infra). She has not 
menstruated for the past two months. 

Since the abdominal operation was performed eight months 
ago, shortly after the patient has ingested any variety of food 
cramps appear in the abdomen and left side of back, and there is | 
a desire to defecate: after defecation the pain disappears for a 
time. In frequency the bowel-movements have averaged from 
ten to fifteen a day: they contain much undigested food. On 
certain days—especially when the patient is fasting—the bowels 
move but once. Every time the bowels move the urine “leaks”’: 
the latter contains “white strings.” 

During the past three months, when the abdominal cramps 
occur there is a ‘‘twisting”’ pain in the left foot at night: the foot 
still hurts when the patient walks very much. 

The appetite is poor. The only discomfort after eating is due 


to the cramps. The patient eructates much gas, but there is 
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neither nausea nor vomiting. She feels weak. Within the past 
eighteen months she has lost 39 pounds in weight: her present 
weight is 96 pounds. 

Fever is associated with the severe abdominal cramps. Re- 
cently the patient has had night-sweats and a very slight cough, 
but no expectoration: there has also been some dyspnea. 

Examination by Dr. Murphy (November 10, 1915).—Vaginal 
palpation reveals no infiltration in either fornix, nor any evidence 
of metastatic deposit in Douglas’s pouch. The cervix is normal. 

On bimanual examination there is found above the symphysis 
a sensitive mass which apparently involves the fundus of the 
uterus. Felt through the abdomen, the mass is hard and wood- 
like, but when felt through the vagina, no such ligneous sensation 
is imparted. The mass feels like the site of a short-circuiting 
intestinal anastomosis: it seems to be adherent to the uterus. 

The feces did not reveal blood upon examination. The urine 
showed two or three white cells in each § objective microscope- 
field. Examination of the blood revealed 80 per cent. of hemo- 
globin and a leukocytosis of 11,800. 


COMMENTS 


Dr. Murpuy (November 23, 1915): Word was received from 
the hospital where the patient was operated upon in March, rors, 
that a mass about the size of a goose’s egg was found in the midst 
of the small intestines, which were adherent to each other, as 
well as to the anterior abdominal wall: whether the mass was of 
inflammatory or neoplastic origin was not determined. Since it 
was not considered advisable to dissever the adhesions or attempt 
to remove the mass, lateral anastomosis was performed between 
the small intestine proximal to the mass and the upper portion of 
the sigmoid (ileosigmoidostomy): the abdomen was closed with- 
out drainage. 
| The history of chronic cough, weakness, night-sweats, loss 
of appetite and of weight suggests pulmonary tuberculosis; 
_ while the abdominal cramps, frequent bowel-movements with 
‘ undigested food-particles, and rectal tenesmus, when taken in 
_ conjunction with the finding of a conglomerate mass of intestines 
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at the time of the operation, which was performed elsewhere, 
suggest intestinal tuberculosis. 

The patient is suffering from pain and discomfort. On pal- 
pation the mass seems still to be about the size of a goose’s 
egg: the question is whether or not it can be removed. The 
tuberculin test was positive. 


OPERATION 


[Exploratory celiotomy revealed multiple foci of tuberculosis \ 
involving and agglutinating coils of small intestine, in which 
ulcers could be palpated and recognized without difficulty. The | 
retroperitoneal lymph-nodes were involved and greatly enlarged. \ 
Resection of bowel and ablation of tuberculomata being out of | 
question, after accounting for sponges and instruments, the” 
wound was closed without drainage.] 


POSTOPERATIVE COMMENTS 


In tuberculosis of the intestines we have to deal with a lesion 
which, until modern times, was considered incurable. Previous 
to the use of tuberculin, no cure of a tuberculous ulcer of the in- 
testines had ever been recorded. When Koch’s tuberculin came 
into use Paul Goodman, of Berlin, presented four specimens of 
healed tuberculous ulceration of the intestine to the Virchow 
Pathologic Institute: Virchow said of them that they were the 
first examples of completely healed intestinal tuberculosis which 
he had ever seen. 

Tuberculous peritonitis treated by tuberculin heals more 
rapidly than tuberculosis of any other tissue in the body, for it 
comes under the classification of pure tuberculous infections, 
and tuberculosis per se rarely terminates fatally. 

-\ Tuberculous enteritis, on the contrary, occurs in a field in 
which mixed infection is constantly present: the tissues are 
unable to cope alone with the combined destructive effects of 
the tuberculous and non-tuberculous infections, and, like lupus, 
heal in one place while breaking down in another. Without tu- 
berculin these tuberculous nodules do not heal at all: they destroy 
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life by diarrhea, exhaustion, and by producing stenosis of the gut 
from cicatricial repair of the transversely spreading ulcers. 

There is another interesting feature about the tuberculous 
intestinal nodule: it destroys the mucous membrane by spreading 
in an upward instead of a downward direction: reinfection does 
not occur, as a rule, from arrest of tubercle bacilli on their way 
downward, but from the tubercle bacilli which are conveyed up- 
ward by the proximally coursing lymph-stream, to lodge in the 
solitary submucous lymph-nodes at intervals of from 134 to 2 
inches. We observed this proximally directed advance of the 
infection very early in our intestinal work. I recall a patient 
from Ohio who, for fifteen years, had complained of recurrent 
intestinal cramps and diarrhea, and ultimately of intestinal ob- 
struction, which was practically complete. Physical examina- 
tion revealed an induration in the abdomen, the nature of which 
was by no means obvious. Exploratory celiotomy revealed tu- 
berculosis of the ileum, the oldest lesion being the one with the 
greatest amount of cicatricial tissue: from this oldest lesion the 
younger ones had spread in an upward direction for a distance of 
5 feet, with gradually decreasing degrees of cicatricial density. 
The entire zone was resected and the patient made a complete 
recovery. This patient, too, has a good chance of recovering 
completely: she will be treated by therapeutic doses of x-rays 
and tuberculin. 

Postscript (January 1, 1916).—The stitches were removed on 
December 7, 1915, two weeks after operation. Tuberculin and 
x-ray treatments were begun one week later, on December 14th. 
By December 21st the wound was entirely healed with the excep- 
tion of a very small area, and there was practically no discharge. 
The patient left hospital shortly afterward. 

(For further information on this subject consult Dr. Murphy’s 
article on ‘‘Tuberculosis of the Alimentary Canal and Perito- 
neum,”’ which appeared in the I/linois Medical Journal for March, 


1912.) 


FECAL FISTULA—CLOSURE BY ENTEROR- 
RHAPHY (TWO CASES) 


Summary: Case I.—Clinical history of patient; comments—review of events 
leading up to fistula; reduction en masse; importance of resecting bowel wide 
of gangrenous area; operation—abstract of findings and manner of dealing 
with them. 

Case II.—Clinical history of patient; comments—review of development of 
fistula; rarity of rupture of appendiceal abscess into urinary tract; the seed- 
test for intestinal fistula; plan’ of operation for fecal fistula; avoidance of in- 
jury to ureter; operation—exposure and closure of fistula. 


CLINICAL HISTORY OF PATIENT 


A MALE, thirty-six years of age, was admitted to Mercy Hos- 
pital September 21, 1915. The family and past histories are 
negative. 

In 1909, 1910, and ro11 the patient had three severe attacks 
of dull pain in epigastrium. The pain bore no relation to meals 
and lasted three or four hours: during and after the pain the 
patient was nauseated, but did not vomit. There was no fever, 
nor were there any chills. 

On February 16, 1911, the appendix was removed: following 
the operation a stitch-abscess developed, but healed within one 
week. There was no further pain in the stomach. 

On February 26th—ten days after operation—there appeared 
fever, chills, and pain in the right arm and chest, which localized 
in the region of the liver. Gaseous distention of stomach and 
nausea were present, continued for from five to six hours after 
each meal, and were relieved by vomiting. The bowels were 
open. Examination of the blood revealed leukocytosis. 

On March 14th—sixteen days later—a subhepatic abscess 
was found at operation and evacuated, and tubal drainage was 


established: the wound discharged for four weeks and then 
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healed. After this second operation the patient was restored to 
good health. 

In January, 1912, after a sudden exertion, the patient felt 
sharp pain in the lower right quadrant of the abdomen, and 
noticed two bulgings—one on the right at the site of the appendi- 
citis celiotomy-scar, and the second on the left, in the inguinal 
region. Although an abdominal support had been worn, yet the 
celiotomy-hernia gradually increased in size. 

On August 3, 1915,—nearly four years after the appearance 
of the herniz and seven weeks previous to admission,—the right- 
sided celiotomy-hernia and the left-sided inguinal hernia were 
operated upon at one sitting in his home town: no pus was found 
during the operations. For four days after the operation there 
was obstruction of the bowels: fever was present, but chills were 
absent. 

On August 7th—four days after operation—the fourth and 
last operation previous to admission was performed. The ab- 
domen was opened through the linea alba, below the navel: a seg- 
ment of bowel was gangrenous and bathed in pus; three inches of 
small intestine were resected, and an end-to-end button-anasto- 
mosis was performed; drainage was inserted, and pus and feces 
were discharged. During the next two days fever and chills 
were present, and at the end of the second day the median in- 
cision gave way and a profuse discharge escaped: left inguinal 
lymphadenitis appeared. Later both hernial postoperative in- 
cisions gave way, discharged purulent material profusely for four 
weeks, and then healed. 

At present there is a fecal fistula in the midline. There has 
been no bowel-movement through the rectum since August 8th— 
the day after the last operation. 


COMMENTS 
Dr. Murpny (September 28, 1915): The feces are all escap- 
ing through the midline fistula: there is no discharge of feces from 
the right or the left hernial postoperative incision. 
The first two days following the hernial operations were un- 
eventful; on the third day the patient complained of abdominal 
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discomfort from distention; on the fourth day he was enormously 
distended and began to vomit; some angulation must have been 
produced from reduction of the right-sided postoperative hernia 
en masse. Those who are familiar with the literature of hernia 
know that there may be adhesions at the neck of the hernial sac, 
and that if these are not recognized and dissevered at the time 
of operation, strangulation of the bowel is liable to occur from 
this “‘reduction en masse.” Such was the sequence in this case— 
one of these adhesions produced a mechanical obstruction, with 
dilatation and later gangrene of the bowel from distention. 

The untoward course following the operation of resection of 
the bowel on August 7th—the suppuration and the development 
of fecal fistula—was due to the fact that the resection was per- 
formed too close to the gangrenous area of bowel, and a button was 
used in the presence of pus and feces in the peritoneal cavity. 
Many years ago I called attention to the importance of going wide 
of the gangrenous bowel when performing resection for intestinal 
obstruction, in order to insure the approximation of healthy 
bowel-ends: if this union is made too close to the gangrenous 
area, the patient will die from leakage-peritonitis within from 
seventy-two to ninety-six hours. 

There is no operation in the entire realm of surgery which I 
dread so much as the one which we have before us this morning, 
because the intestines are adherent clear down into the pelvis, 
and the fecal matter from the fistula must be kept out of the 
field (Figs. 87-91). 

Injection of methylene-blue through the rectum escaped 
through the fistula, showing that it is not far from the sigmoid 


flexure. 
OPERATION 


[After exposure of the abdominal contents it was found that 
from ulceration a large opening about three inches in length ex- 
isted in the caput coli, and that the small intestines were in- 
volved in numerous adhesions, with a transverse communication 
between two coils on the left side, at the site of the button- 
anastomosis, the button resting upon one of the coils. With 
difficulty the intestine was freed from adhesions to the anterior 
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Figs. 87-91.—Types of fecal fistule: 
Fig. 87: Simplest form. Fig. 88: Spur 
formation, or reducible-hernia type. Fig. 
89: Artificial anus, or irreducible hernia. 
Fig. 90: Fistula leading to intestine re- 
mote from abdominal wall (the type in 
which Beck states that injections of bis- 
muth paste “will be of great service”). 
Fig. 91: Fistula leading to intestine above 
cancer. (Modified from Coffey.) 


ld 
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abdominal wall, the button was removed, and, using a Czerny- 
Lembert suture of chromic catgut, an anastomosis was made at 
the site of the second fistula. The opening in the cecum was 
closed, and the ileum was brought over and stitched laterally to 
give support to the line of union, whereupon the approximation 
appeared to be very secure. Drainage was established by means 
of rubber tubes; sponges and instruments were accounted for, 
and the wound was closed under great tension by figure-of-8 
through-and-through sutures. An intravenous infusion of a 
liter of normal saline solution was given on the table. A rectal 
tube was inserted to prevent accumulation of gas in the large 
bowel. The operation consumed three hours, but the patient 
left the table in fairly good condition. The head of the bed was 
elevated immediately after the operation, and )4 grain of morphin 
was administered. ] 

Postscript (October 29, 1915).—The patient is still in hospital, 
and his condition is very satisfactory. 

Ten days following the operation there was a pus discharge 
from the mid-wound, and five days later feces appeared. He had 
been having, however, frequent bowel movements per rectum. 
He was then given some x-ray treatments and the fecal fistula 
closed. Four weeks later another point of suppuration appeared, 
and again there was a fecal leakage, which finally closed com- 
pletely. 

February 25, 1916.—The patient left hospital January 13, 
1916. The sinus has opened up and closed again a number of 
times since he left. 


CASE II 
CLINICAL HISTORY OF PATIENT 

A MALE, thirty years of age, physician, was admitted to Mercy 
Hospital December 10, 1915. The family history is negative. 
When three years of age the patient suffered an attack of diph- 
theria, which was followed by paraplegia and strabismus. 

Four years previously, in November, 1911, the patient was 
operated upon for appendicitis. Fever came on five days after 
the operation, but soon subsided. Ten days after operation the 
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temperature rose to 102° F ., and there was a severe chill. There 
was no pain in the side, nausea, or vomiting. 

About the twelfth day after operation the patient noticed that, 
when standing on his feet, the right thigh was flexed at the hip 
and that he could not extend it fully: there was also a “lump” 
in the right side, about the size of an orange. 

In January, 1912,—two months after the first operation,— 
the second operation was performed: the wound was reopened 
and a drainage-tube was inserted. During the night after the 
operation ‘‘something broke,’’ and the next morning the dress- 
ings were found saturated with pus. The wound continued to 
discharge until September. 

On September 1, 1912, the third operation was performed: a 
fistulous tract was followed to the right renal region, and a stab- 
wound for drainage was made in the right lumbar region, above 
the iliac crest. After the operation the sinuses in front healed 
promptly, but the sinus in the back continued to discharge yellow, 
purulent material. 

One month after the operation the patient was attacked by 
a severe cramp in the abdomen, and the wound began to dis- 
charge dark-brown material with fecal odor: the pain lasted about 
one hour and was not severe enough to require morphin-relief. 
These attacks recurred at intervals of from four to six weeks until 
June, 1914: in the intervals between the attacks of pain yellow 
pus was discharged. 

In June, 1914, the fourth operation was performed: the lum- 
bar fistula was dilated, and a drainage-tube was inserted; at the 
same time large doses of autogenous vaccine were administered. 
The tube was gradually shortened, and the fistula closed in the 
fall of 1914. The patient did not wear a dressing for two 
months. 

In October, 1914,—four months after the fourth operation,— 
after the patient had taken a short motor ride, the wound partly 
reopened and began to discharge, but healed after being incised 
and drained. 

In January, 1915, after unusual muscular exertion, profuse 
hematuria appeared, and the next day the wound again partly 
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reopened: after incision and drainage of the wound the hematuria 
rapidly subsided, and the discharge stopped and did not recur 
for four weeks. 

In February, 1915, the hematuria reappeared, but stopped 
after incision of the abscess, which had formed at the site of the 
wound. Urinalysis at that time showed albumin, casts, renal 
and vesical epithelial cells, and blood-cells coming from both 
kidneys. This renal condition was promptly cleared up by the 
administration of urotropin with the patient in bed and upon 
selected diet. The severe cramps were relieved, and the patient 
gained in weight. 

On February 22, 1915, the patient passed fig-seeds and a husk 
of popcorn through the sinus (fistula): at times he had noticed 
suspicious particles in the discharge, but this was the first evi- 
dence that the sinus communicated with the bowel, 7. e., that 
there was a fecal fistula. 

Examination revealed no fixation of the spine, nor any evi- 
dence of psoas abscess. 


COMMENTS 

Dr. Murpuy (December 13, 1915): Primary union followed 
the operation for appendicitis, but twelve days later fever ap- 
peared, and the patient noticed a lump in his right side, and the 
thigh was flexed, indicating that the psoas muscle was tense. 
The infection was well back of the caput coli, in the zone of the 
psoas muscle: there then followed a course of recurrent opening 
and discharge. The probabilities are that the abscess ruptured 
into the urinary tract. 

These are rare lesions: in the early articles we wrote upon 
appendicitis rupture of an appendiceal abscess into the urinary 
tract was mentioned as one of the complications, but I have not 
seen such a rupture since fifteen or eighteen years. 

At some place this sinus communicates with the lumen of the 
bowel, forming a fistula, because within the last few weeks the 
patient passed seeds through the tract. Seeds are the best and 
simplest means of determining such a communication: just feed 
the patient some strawberry jam for five or six days, when finally 
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some of the seeds will begin to pass through the fistula, as nothing 
else will. 

Owing to the recurrent attacks of inflammation of the peri- 
toneum we must expect to encounter matting of the intestines to 
the abdominal wall and to each other. 

The diagnosis of fecal fistula having been established, the 
plan of operation requires, first, entering the peritoneal cavity 
above or below the site of the fistula; secondly, freeing the bowel 
at the site of the fistula from the abdominal wall, excising the 
fistula, and finally closing the perforation by making an entropion 
of its edge into the lumen of the bowel (Fig. 92). If these 
steps are not successfully executed, recurrence follows recur- 
rence, as in this patient. The average time for this operation 
is two and one-fourth hours, and sometimes three hours are con- 
sumed, as in the previous case. 

A most serious accident which we fear in this case is that of 
encountering and removing a portion of the ureter before recog- 
nizing it, because the anatomic lines of demarcation will be practi- 
cally all obliterated from infiltration, and one does not recognize 
the tissues until after he has opened them, or even until they are 
out on the table. 

OPERATION 

[After opening the peritoneal cavity the zone of fixation of 
bowel at site of fistula to anterior abdominal wall was exposed, 
first from below and on the inner side, and then from above and 
on the outer side, until the fingers contacted when passed around 
the zone of fixation; after controlling the fecal current by clamps 
the fistulous opening in the intestine was detached from that in 
the abdominal wall; the caput coli was elevated and mobilized 
by cutting the posterior parietal peritoneum to its outer side; the 
intestinal end of the fistula was a minute orifice in the cecum, at 
the site of the stump of the appendix: it was closed by three 
tiers of chromicized catgut sutures; after accounting for sponges 
and instruments the wound was closed under tension by figure- 
of-8 through-and-through sutures, allowing room for the passage 
of tubal drainage. There was also posterior tubal drainage 
through the posterior sinus tract.] 
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Fig. 92.—Steps in closure of fecal fistula (see text). 
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POSTOPERATIVE COMMENTS 


Rushton Parker, of Liverpool (Med. Press and Circ., March 
22, 1916, 257), makes some interesting comments upon fecal 
fistula: 

“One somewhat different case was that of a youth admitted 
into hospital having a dozen or more abdominal fistula. The 
case was one of typhoid, mild, no doubt, but said to have been 
treated at home, walking about, and fed on meat and potatoes! 
Some of the fistule were discharging feces, others pus, and all 
were judged to be perforations of small intestine. The patient 
was now fed chiefly on beef-tea, and the affected skin was covered 
with waterproof tissue, daily cleansed, and reapplied under a 
draw-sheet. The sinuses discharging pus soon discharged only 
serum, those discharging feces gradually discharged only pus, 
and eventually serum, followed in every case by drying up. The 
patient completely recovered, and never seemed to have been 
seriously ill at any stage of his malady. 

“This is the principle on which I have always treated the few 
fecal fistule of the abdomen that occurred now and then after 
operation and reduction of strangulated hernia. One such case, 
in a woman, discharged through a stitch-hole after umbilical 
herniotomy. Nothing was done beyond reducing the diet as 
above described, and washing away the fecal discharge at the 
changes of dressing. In this and every case that I can remember 
the fistula dried up and got well.” 

Reporting good results in the treatment of fecal fistulae with 
injections of bismuth paste, Beck (Surg., Gyn. and Obstet., May, 
1916, 510) states: ‘‘It is a fortunate circumstance that precisely 
in those cases where operations are very difficult or impossible 
the paste is of excellent service, while in those cases favorable for 
operation the paste is of comparatively little value. . . . It is 
customary with us, when a fecal fistula follows an operation, to 
wait at least two weeks for spontaneous closure. By this time, if 
the fistula has not entirely closed, it is usually narrowed down to 
small caliber and then the injections of paste (of thick consistency, 
so that it will not run into the bowel, but will fill out the usually 
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wide channel and prevent the escape of fecal matter) are insti- 
tuted at intervals of one or two days.” (See Fig. 90, p. 468.) 

Postscript (January 4, 1916).—Following the operation there 
was no discharge, and the tubes were removed. The wound 
healed per primam. ‘The patient was discharged today. 

March 25, 1916.—The patient reports that he has gained 20 
pounds, and expects to resume practice this month. 

(For a comprehensive discussion of the subject of fecal fistula 
see vol. iv, February, 1915, pp. 1 to 38; see also article by Coffey 
in Annals of Surgery for June, 1907, and Guthrie, on ‘‘The Pre- 
vention of Fecal Fistula in Suppurative Appendicitis,” zbid., 
April, 1916, 452.) | 


POLYPOSIS OF SIGMOID—ENTEROTOMY— 
ABLATION 


Summary: Clinical history of patient; comments—analysis of history; character- 
istics of hemorrhage in tuberculosis; operation—enterotomy with ablation of 
polypi; postoperative comments—etiology of intestinal polypi; the germicidal 
action of lysol on colon bacilli. 


CLINICAL HISTORY OF PATIENT 

A MALE, thirty-six years of age, was admitted to Mercy Hos- 
pital February 18, 1916. The family history reveals that one of 
the patient’s grandmothers died from carcinoma of the uterus, 
and that one sister is suffering from carcinoma of the stomach. 
The past history is negative. 

Ten years ago, after taking a large dose of a laxative, the 
patient noticed blood in stools. 

From 1907 to 1912 the patient occasionally passed blood in 
stools: there was pain at times, and the bowels became more and 
more constipated. 

In 1913 small amounts of blood were passed intermittently. 

On February 3, 1916,—fifteen days before admission,—after 
driving to town in a buggy, the patient had a severe hemorrhage 
from the bowel, which was controlled by packing the rectum. 
There had been two copious bowel-movements on the morning 
of the day of the hemorrhage. 

On the day of admission the patient’s bowels were very loose, 
owing to his having taken castor oil the day before: there was 
also a painless discharge of bright red blood. 

The patient feels fairly well, but has lost some weight. The 
course of the malady has been afebrile throughout. The patient 
has had no cough nor night-sweats. His appetite is good. 
There have been no gastric disturbances. 

Proctoscopic examination with a 14-inch tube revealed dark 
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blood throughout, but no ulceration. A clot of blood was ob- 
tained from the stomach by lavage on the day of admission. The 
tuberculin test was absolutely negative. Palpation revealed no 
tumor in any position in the abdomen, nor any evidence of in- 
creased peristalsis. The bismuth meal was negative. 


COMMENTS = 

Dr. Murray (February 19, 1916): At no time did the patient 
complain of food-discomfort. There are no symptoms or signs 
pointing toward disease in the upper abdomen. The history ex- 
tends over a long period of time, and the malady is character- 
ized by an afebrile course throughout. In tuberculosis—whether 
of lung or intestine—the rule is that a hemorrhage is preceded 
by fever and the patient feels sick. In tuberculous hemorrhage 
from the urinary tract no fever precedes the attack, since mixed 
infection is absent in that tract. 

In our analysis we are unable to determine the source of the 
hemorrhage. Intestinal bleeding, which has continued for such 
a long period of time, is usually due to tuberculosis or polypus, 
of which the former gives rise to more profuse bleeding. I recall 
one patient with tuberculous enteritis who had bled intermittently 
for ten years: I saw him fifteen years after the onset of the symp- 
toms, and at operation resected five feet of small intestine. 


OPERATION 


[Exploratory celiotomy revealed no evidence of disease in 
the upper abdomen, the small intestine, the ileocecal region, the 
ascending or the transverse colon; when the sigmoid loop was 
reached, however, palpation (Fig. 93) revealed several soft 
tumors which slipped around in the lumen of the bowel, between 
the palpating fingers. Enterotomy was performed through the 
anterior tenia coli, and on separating the cut edges of bowel, the 
polypi were exposed to view (Fig. 94). Each polypus was suc- 
cessively removed after transfixion and ligation of its base with 
catgut. Each incision into the bowel was accurately closed by 
Czerny-Lembert sutures, making an entropion of the cut edges, 
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4 
and each line of intestinal suturing was reinforced by stitching 
over it an epiploic tag. After accounting for sponges and instru- 
ments, the operative field was swabbed with lysol to destroy colon 
bacilli, and the celiotomy-wound was closed in the usual manner 
without drainage. A permanent rectal tube was fixed to relieve 
the sigmoid from gas tension.] 


Fig. 93.—The palpating fingers detect slippery tumor-masses within the lumen of 
the sigmoid. 


POSTOPERATIVE COMMENTS 


The etiology of intestinal polypi—like that of the common 
wart—is shrouded in mystery: whence they come, why they go, 
is like the riddle of the Sphinx. The apparently causeless and 
symptomless “essential” hemorrhage from the bowel, and the ab- 
sence of constitutional disturbances despite the chronicity of 
the lesion, both suggest the diagnosis, and are in complete accord 
with the pathologic findings at operation. 
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The colon bacilli, liberated by enterotomy, show a predilec- 
tion for infecting fatty tissue—both the subperitoneal and the 
subcutaneous—rather than the peritoneum, the resisting powers 
of which are greater. We swabbed the operative field with lysol, 
in preference to the customary 5 per cent. phenol, because lysol 
exerts a stronger germicidal action upon the colon bacillus. 


Fig. 94.—Polypi exposed after incising sigmoid through anterior tenia coli. 


The patient’s diet will be restricted to soup alone. We in- 
serted a rectal tube in order to prevent the accumulation and 
retention of gas, which, if not allowed to escape freely, would 
subject the enterotomy wounds to a dangerous degree of tension. 

Reporting a case from the. Mayo Clinic and reviewing the lit- 
erature, Carroll (Surg., Gyn. and Obstet., April, 1915, 412-414) 
states: ‘Intestinal polyposis is a comparatively rare disease. 

Polypoid growths may occur at any point along the 
gastro-intestinal tract, but in the majority of cases they are found 
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in the large intestine, usually at its turning-points, and in the 
rectum. . . . Intestinal polypi may be single or multiple, the 
latter being more common. . . . Doering cites 24 cases of 
rectal polyposis in which carcinoma was present in 15. 

The growths often cause obstruction and intussusception. 

The symptoms usually vary with the position, size, and nGEReE 
of the polypi: hemorrhage, diarrhea, and vague abdominal symp- 
toms, as colic and obstruction. . . . The diagnosis can be 
made only when the polypus is seen or felt. . . . Of 52 cases 
reviewed by Doering, only one patient was perfectly well after four 
years. In many cases the involvement may be so extensive as to 
preclude even surgical interference.” 

Postscript (March 7, 1916).—It is now seventeen days since 
the operation was performed: the stitches have been removed, 
and the patient is now permitted to sit up. There has been no 
more bleeding from the bowels. 

Pathologic examination revealed polypi ranging in diameter 
from 1 to 2.5 cm. The microscope showed adenoma, with sus- 
picious areas of active cellular proliferation. 
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PERIRECTAL SINUS—EXCISION 


Summary: Clinical history of patient; examination; operation—excision of sinus; 
postoperative comments—discussion of congenital pararectal tumors and 
sinuses—the neurenteric canal. 


CLINICAL HISTORY OF PATIENT 

A FEMALE, twenty-eight years of age, was admitted to Mercy 
Hospital January 15, 1916. The family history is negative. Nine 
years ago, two weeks after an attack of puerperal sepsis, the 
patient had ‘‘neurasthenia’’; there were severe pains in the 
spine, and a fever of 104° F. She did not recover for one year. 
Menstruation is regular but scanty, and is accompanied by 
severe pain in right side of pelvis and right thigh. There has been 
profuse vaginal discharge since the birth of her child, nine 
years ago. 

In November, 1913, during a menstrual period, the patient 
suffered from severe, sharp pain low in the pelvis, and radiating 
along the rectum to the back; there were a chill and fever, and 
later a “‘perineal”’ abscess developed. After being incised, the 
abscess continued discharging for six months, and eventually 
the coccyx was resected; two more operations were performed, 
but the discharge has never abated for more than one week. 

Of late there has been daily afternoon fever, but neither cough- 
ing nor night-sweating. The patient is often hoarse in the even- 
ing and continually during damp weather. 

Examination by Dr. Murphy (January 20, 1916).—Bimanual 
pelvic examination reveals that the uterus is anteflexed, and al- 
though it cannot be moved from side to side, yet there is not 
enough infiltration in the fornices to account for the symptoms: 
neither tube is thickened, and Douglas’s culdesac is clear. To 
the right of the rectum and behind it there is a limited area of 
infiltration. A sinus leads from behind the rectum down toward 
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the lower margin of. the tuberosity of the ischium, but no juxta- 
position of the sinus with the stump of the coccyx is demonstrable. 
Cystoscopic and proctoscopic examinations were negative. The 
tuberculin test was also negative. Diagnosis: Retrorectal der- 
moid (Fig. 95). 
OPERATION 

[With the finger in the rectum as a guide, after an extensive 
dissection the sinus was followed behind the rectum to its ter- 
mination: while it was close to the rectum, yet it did not commun- 
icate with the latter at any point, nor with the coccyx, and the 
rectum was not opened into during the operation. A large 
amount of cicatricial tissue 
‘from the previous opera- 
tions was encountered. In 
order to obliterate the space 
left remaining after exci- 
sion of the sinus the rectum 
was stitched snugly against 
the tissues behind it. A 
tube was inserted for drain- 
age.| 


POSTOPERATIVE COM- 
MENTS 


In dissections in this re- 

Fig. 95.—Retrorectal dermoid. gion the nerves controlling 

the sphincter ani muscles 

are jeopardized, and the wound left remaining is extremely slow 

to heal. The stitches will not be removed for two weeks; and 

during that time, in order to counteract intra-abdominal pressure 

upon the rectum, the patient must lie flat on the abdomen in 

bed, notwithstanding the difficulty of emptying bladder and 
bowel while in that position. 

Owing to the proximity of the sinus to the rectum there is 
always the danger of infection of contiguous tissues occurring; 
and an abscess behind the rectum should suggest, first of all, an 
infected retrorectal dermoid, because of the frequency of the 
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latter tumor in this situation. An abscess resulting from an in- 
fected retrorectal dermoid may open into the rectum and dis- 
charge itself into it, leading to the mistaken diagnosis of ordinary 
abscess: if merely opened and drained, however, such a dermoid 
abscess will continue discharging until the epithelial lining of the 
cyst has been wholly ablated. 

Retrorectal dermoids may reach the size of a walnut and even 
that of a child’s head; they may extend anteriorly, pushing the 
rectum before them; and often upward into the abdomen, simu- 
lating an intrinsic abdom- 
inal tumor: if one should 
attempt to remove such 
a tumor through a celiot- 
omy-incision under the 
mistaken diagnosis of pel- 
vic cyst, he would get into 
a peck of trouble. I recall 
a case of this type in a girl 
who came from Cleveland: 
the uterus and adnexe 
were shoved so far for- 
ward by the dermoid tu- 
mor that the'uterus rested 
above the level of the 
pubes (Fig. 96). In re- 
moving these tumors the 
posterior route is the one Fig. 96.—Colossal retrorectal dermoid. 
of choice. 

There appears early in the human embryo a fissure at the 
head-end of the primitive streak. Soon converted into a canal, 
it opens into the vitelline sac. It is termed the neurenteric canal 
(Figs. 97 and 98) and is merely a temporary structure, its remains 
being represented in the adult by the sacral dimple. Occasion- 
ally remnants of this epithelium-lined canal persist and give rise 
to a pilonidal cyst, a subsacral mucous cyst, or a retrorectal 
dermoid. 

Pilonidal cyst (Fig. 99) is illustrated in the case of a patient 
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Fig. 98.—The neurenteric canal as a passageway between the neural tube and the 
hindgut (Hertwig). 
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who complained of ‘‘a discharging fistula at the end of the spine” 
of several months’ duration. Examination revealed a dimple in 


Fig. 99.—Pilonidal cyst. 


Fig. 100.—Subsacral mucosa-lined cyst. 


the midline, near the upper end of the anal groove, which led into 
a sinus: this conveyed a probe upward and slightly forward for 
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three inches, and the removal of the probe brought away several 
dark, long hairs. The treatment is radical extirpation. In the 
differential diagnosis it must be distinguished from a sinus lead- 
ing from a focus of tuberculous osteomyelitis, and possibly from 
a fistula-in-ano. 

A subsacral mucous cyst represents the retention of a deeper 
portion of the neurenteric canal: it is found behind the rectum 
and is lined by columnar 
cells resembling those of 
the latter (Fig. 100). 

In reference to tumors 
in this region C. H. Mayo 
‘(Surg., Gynec., and Obstet., 
January, 1916, pp. 11-17) 
writes: “Dermoid tumors, 
sacrococcygeal in type, 
are very common, and are 
caused by the rapid growth 
of the spinal column pro- 
ducing traction on the 
= neural canal, which origin- 

Fig. 101.—Retrosacral dermoid. ally reached to the skin of 

this region. Here also are 

found the teratomata from the coccygeal body. These tumors 

contain mucous membrane from the post-anal bowel, nerve- 

tissue from the neural tube, bone and cartilage from the coccyx, 

and various inclusions of surrounding tissue. Some of them 

have mucous cysts lined with ciliated epithelium from the neural 

tube, showing the misplacement of tissue to have occurred before 
the third month of gestation.”’ 

(A case entitled ‘“‘Postsacral Dermoid” (Fig. tor) was pub- 
lished in vol. ii, August, 1913, 647-649.) 

Postscript (February 25, 1916).—The postoperative granu- 
lating sinus is practically entirely healed. 


CARCINOMA OF RECTUM (TWO CASES)— 
CASE I—KRASKE ABLATION; CASE II— 
STAGE I: COLOSTOMY; STAGE II: KRASKE 
ABLATION 


Summary: Case I.—Clinical history of patient; comments—one- 2s. two-stage 
operations; first operation—iliac sigmoidostomy; second operation—Kraske 
ablation; third operation—application of Dupuytren’s clamp; postoperative 
comments—importance of early recognition of cancer and early operation; 
mortality statistics of cancer of rectum; selection of cases for operation. 

Case II.—Clinical history of patient; comments—charlatan bests ethical 
practitioner in recognition of cancer of rectum; procrastination in cases of 
cancer fatal; first operation—steps of Kraske ablation; second operation—for 
prolapse of rectum. 


CLINICAL HISTORY OF PATIENT 

A MALE, thirty-five years of age, was admitted to Mercy Hos- 
pital October 22, 1915. The family history revealed that the 
patient’s father died at the age of thirty from tuberculosis of 
the “stomach,” and that a maternal grandaunt died from car- 
cinoma of the breast. Twelve years previously the patient 
suffered for one year from hemorrhoids. Seven years previously 
he had an attack of typhoid fever. 

In December, 1913,—nearly two years ago,—the patient 
noticed for the first time increased frequency in the desire to 
defecate: he went to stool ten or twelve times a day, and exper- 
ienced difficulty in the act, as though the feces were blocked in 
their downward passage; at times there was no passage at all, 
but merely rectal tenesmus. The stools were flattened. 

This state of affairs gradually became worse, and the stools 
flatter and flatter and streaked with both mucus and blood, but 
mucus was never passed without feces. Since four months there 
has never been a bowel-movement unassisted by cathartics, which 
the patient must take daily. There is no true pain with the 
bowel-movements, but merely a sense of discomfort. 
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Since one year there has been weight- and dragging-discom- 
fort throughout the lower abdomen: this is becoming worse. 
The patient has lost 25 pounds in weight. He feels weak. He 
has had no chills, fever, or headache. 


COMMENTS 

Dr. Murpxy (October 23, 1915): Proctoscopic examination 
reveals a malignant neoplasm on the posterior wall of the rectum, 
beginning three inches above the anus: how far upward it ex- 
tends could not be determined, owing to the stricture that is 
present. 

The desirable method of treatment is radical removal of the 
neoplasm at one sitting, but this would expose the patient to too 
much hazard from feces streaming over the operative field, giving 
rise to suppuration and sepsis. I propose, therefore, to perform 
a two-stage operation, in the first stage establishing an artificial 
anus, and in the second ablating the neoplasm by the Kraske 
method, if there are no metastases within the abdomen contra- 
indicating an operation. We shall try to preserve the integrity 
of the sphincter ani muscles by securing end-to-end union. In 
accomplishing the first stage the chances of infection are dimin- 
ished. 

A reéstablishment of the lumen of the intestines as a con- 
tinuous tube for the feces may be accomplished by the appli- 
cation of Dupuytren’s clamp, without performing laparotomy. 


FIRST OPERATION 
[Through a left McBurney-McArthur incision an unopened 
segment of sigmoid flexure was brought up and stitched to the 
margins of the celiotomy wound, according to technic described 
in vol. v, February, 1916, 42—illustration on p. 4o.] 


SECOND OPERATION 
[On December 10, rgr5, the rectal neoplasm was ablated by 
the usual Kraske method. Comparatively little blood was lost, 
but an intravenous infusion of saline solution was administered 
before the patient left the operating-room. The lower tube was 
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removed on December 21st, when union was firm. Rectal injec- 
tions of a 1 : 2000 solution of the hypochlorite of calcium were 
administered. | 


THIRD OPERATION 


[On January 12, 1916, complete primary union of the Kraske 
field of operation was found, and there was no evidence of return 
of the disease. The Dupuytren clamp was applied to the colos- 
tomy spur, according to the technic illustrated in vol. v, Feb- 
ruary, 1916, p. 41, Fig. 8.] 


POSTOPERATIVE COMMENTS 


It is greatly to be regretted that a patient should be allowed 
by his medical attendant to suffer from carcinoma of the rectum 
for two years before coming to the operating-table: to relieve 
these sufferers early radical operation should be performed, in- 
stead of failing to examine the patients and giving them suppos- 
itories. Like many cases of cancer of the uterus, all cases of 
carcinoma of the rectum are received by the surgeon in the super- 
latively advanced stage of the disease. The rectum is one of the 
very favorable fields for the removal of carcinoma, as is true 
of the remainder of the large intestine (see vol. v, February, 
1916, I5). 

Theimmediate mortality for radical ablation of cancer of the rec- 
tum has been diminished to about 20 per cent., and when performed 
by this two-stage method (Figs. 67, 68, 69, 70, 71, pp. 374-6), 
I think that it has been further diminished to 16 per cent., while 
the combined laparotomy and Kraske operation, according to 
Schloeffer, in 36 cases had a mortality of from 54 to 60 per cent. 
(Heller). In a collection of 343 cases by 33 authors the average 
mortality was 28.8 per cent., being 36 per cent. in males and 15 
per cent. in females. Of 134 cases that survived the operation, 
31 lived over the three-year period. This, if taken to represent 
the probable recurrences from the total number, is a little over 9g 
per cent.—not a very flattering showing, and decidedly against 
the combined one-sitting operation from an immediate mortality 
standpoint. In an article upon the direct operative treatment of 
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cancer of the recturhn Hartmann (Journal de Chirurgie, 1913, xi, 
2, pp. 692-702) reviews the subject from the historic, statistical, 
and bibliographic aspects. Of 1665 cases operated upon by the 
perineal or sacral route, 264 died from the effects of the opera- 
tion—an immediate mortality of 15.8 per cent.; while of these 
1665 cases, 825 were followed up, and recurrences were found in 
561, or 68 per cent., so that of these patients operated upon by 
the perineal or sacral route, 84 per cent. succumbed to operation 
or to recurrence. Hartmann advocates the combined abdomino- 
perineal method of extirpation, and of 260 cases operated upon 
by this method, there was an immediate operative mortality of 
98, or 37 per cent., and an ultimate mortality of 18 per cent. from 
recurrence, the combined mortality ‘being 55 per cent. Hart- 
mann presents the following conclusions: 

“In spite of its considerable immediate gravity, the operation 
elaborated for cancer of the rectum by the abdominoperineal 
route seems to me to be an operation of the future because, from 
the standpoint of recurrences, it is incontestably superior to all 
methods previously practised. A larger percentage of immediate 
cures will be obtained by avoiding the mistakes which we have 
previously made, by practising systematically terminal colos- 
tomy, and by judiciously selecting the cases. 

“In the future we shall reject the operation in patients over 
sixty years of age, in the obese, and in those who have bad kid- 
neys; on the other hand, we shall not limit the abdominoperineal 
operation to cases of rectosigmoidal cancer alone, but shall ex- 
tend it to neoplasms situated lower down; and since cancers 
of the rectum are accompanied by adenopathies situated high up, 
they can be definitely cured only by an operation by the combined 
route—a method which alone permits heed to be taken of the gen- 
eral rule in dealing with cancer, that radical operation means abla- 
tion of the tumor, together with the lymphatic territory which is sec- 
ondarily invaded by it.” 

It appears from these statements that the removal of the 
adenopathies made a great addition to the permanent cure. 
This does not coincide with our analysis of the postmortem find- 
ings in a large number of cancers of the large intestine, including 
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the rectum; 36.6 per cent. of 90 Cases had no demonstrable metas- 
tases in the lymph-nodes or in distant organs on the necropsy 
table. It does not, therefore, seem justifiable that the additional 
hazard of the combined operation should be taken, because of the 
percentage of lymph-node involvements possibly present at the 
time of operation. 

Postscript—The patient left hospital early in February. 
When last seen on February 18, 1916, his condition was excellent. 


CASE II 


CLINICAL HISTORY OF PATIENT 

A MALE, fifty years of age, was admitted to Mercy Hospital 
May 19, 1914. ‘The family history is negative. Thirteen years 
ago the patient had an attack of syncope, and fifteen minutes 
later vomited about one quart of dark-red blood: this was the 
only attack of hematemesis. There is no history of epigastric 
pain or indigestion. 

Ten months previous to admission,—in July, 1913,—after a 
difficult bowel-movement, the patient noticed in the stool a 
clot of dark blood the size of two fists: there was no pain in the 
abdomen or rectum during this passage. After this, dark blood, 
varying in amount from a streak to a teaspoonful, has been pres- 
ent in every stool. 

In September, 1913, the patient again passed a clot of blood 
similar in color and size to the first clot: after passing it he felt 
very weak. There has never been passage of mucus or blood 
independent of feces. 

Since September every stool has contained mucus and bright- 
red blood, varying in amount from a teaspoonful to half a cup; 
and there has been constant, dull aching in the rectum, which 
is relieved only by lying down. 

Since December, 1913, the patient has lost about 20 pounds in 
weight. His appetite remains good. 

Examination reveals a malignant neoplasm on the anterior 
wall of the rectum, just above the anus. 
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COMMENTS 

Dr. Murpny (May 21, 1914): This patient’s history is some- 
what interesting. He had been treated for a long time by his 
family physician for hemorrhoids; not noticing any improvement, 
he consulted a charlatan, who said: ‘‘Sir, you are suffering from 
cancer of the rectum, and you must consult a surgeon in refer- 
ence to undergoing an operation.” This episode may be uncom- 
plimentary to the ethical members of the profession, but never- 
theless it is true. Even though he was a quack, the charlatan 
had had enough experience and had made a sufficiently careful 
examination to recognize the gravity of the patient’s lesion, and 
very sensibly refused to assume responsibility for the case. 

Procrastination in cancer patients is both unfortunate and 
unnecessary: all that it accomplishes is the dissemination of 
cancer-cells throughout the body, until it is impossible, by de- 
layed operation, to save the patient’s life. Even when cancer 
is right out in the open, as in the case, for example, of cancer 
of the lip, the physician and the patient’s friends look at the 
lesion month after month before insisting upon operation (vide 
vol. iv, August, 1915, 600). 


OPERATION 


[The rectum, together with the anus, was removed by Kraske’s 
method. As a guide to the position of the urethra during the op- 
eration a No. 26 French catheter was passed. After removal of 
the coccyx and lowest segment of the sacrum the rectum was ex- 
posed and freed from its attachments, the hemorrhoidal vessels 
being ligated en bloc with the regional connective tissue. After 
opening the peritoneum the rectum was brought down until it 
remained without employing traction. The rectum was clamped 
with a double angiotribe and divided accurately. A puckering 
suture was passed through the rectum one inch above the site of 
amputation, and a rectal tube was inserted to conduct the feces 
to the surface during the stages of repair. Another tube was 
inserted into the cavity which was left remaining after removal of 
the anus. The operative field was swabbed with 5 per cent. 
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phenol, and the space was closed with figure-of-8 silkworm-gut 
sutures. The catheter was removed. The perineum was recon- 
structed by a double row of figure-of-8 sutures. The ligated mass 
of tissue around the rectum was employed to elevate the stump 
of the rectum and retain it in a position flush with the level of the 
surrounding skin, thus establishing a sacral anus and preventing 
postoperative traction during the union of the rectum and skin.] 

[V. B.—On November 2, 1915, the patient was operated upon 
for prolapse of the rectum. There was no evidence of return of 
the disease, and the portion of the prolapsed rectum was re- 
sected.] 

Postscript.—Convalescence was rapid. 

(For comments by Dr. Coffey on this subject wde supra, p. 
373-) 

(A case of carcinoma of the rectum was published in vol. ii, 
August, 1914, 775-81; one involving the splenic flexure appeared 
in vol, i, August, 1912, 581-9, and a second, close by that site 
and with secondary carcinomatosis of the peritoneum, appeared 
in vol. iv, April, 1915, 277-87.) 

At the meeting of the American Surgical Association now 
being held at Washington, D. C., Dr. William J. Mayo reports 
that his mortality after excision of the rectum for cancer has now 
been reduced to 8 per cent. 


UTERINE FIBROIDS (THREE CASES)—SUPRA- 
VAGINAL HYSTERECTOMY. CURETTAGE 
(CASE IIT) 


Summary: Case I.—Clinical history of patient; comments—analysis of history; 
malignant degeneration of fibroids; operation—suprapubic supravaginal hys- 
terectomy by the posterior method. 

Case II.—Clinical history of patient; comments—variations from type in 
clinical course of fibroids; emetin as a deodorant of offensive vaginal discharge; 
operation—similar to that in Case I; postoperative comments, 

Case III.—Clinical history, of patient; comments—analysis of history; 
operation—dilatation and curettage; removal of submucous polypus; post- 
operative comments—senile vaginitis. 


CLINICAL HISTORY OF PATIENT 

THE patient, forty-nine years of age, was admitted to Mercy 
Hospital February 17, 1916. The family history is negative. 
Menstruation began at thirteen years of age, is of the twenty- 
four-day type, lasts for three days, and required four napkins a 
day up until five years ago: since then each mensis has lasted 
one week and has required one dozen napkins a day. The pa- 
tient has two children: there have been five miscarriages, but no 
abortions. 

In September, 1910, while working in the garden, the patient 
became so weak that she was compelled to go into the house and 
lie down: while entering the house she had a sudden flow of blood 
from the vagina, and bled profusely until the hemorrhage was 
checked by a physician, who arrived an hour and a half later and 
packed the vagina. The patient was then removed to a hospital. 
The next morning the uterus was curetted. 

On May 17, 1911, owing to the presence of the thyrotoxicotic 
syndrome, strumectomy was performed. 

The latest menstrual period began on February 3, 1916, and 
lasted six days, terminating on February 9th. Two days later, 
having returned from a long walk, the patient noticed leukorrhea: 
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this lasted for two days, until February 13th, when a chill de- 
veloped, and the patient felt faint and went to bed. Metror- 
rhagia began gradually and was profuse the next two days: on 
the third day large clots were passed, and thereafter the flow de- 
creased in amount. 

Upon closer questioning the patient made a statement which 
showed that an opportunity for infection of the uterus had arisen 
about four weeks ago, and that she was very ill after the chill de- 
veloped on the thirteenth. 

On admission to hospital there is still some bleeding from the 
uterus: the temperature is 98.6° F., and the pulse is normal. 

Bimanual pelvic examination reveals a mass of wood-like 
hardness which is continuous with the uterus and extends clear 
up to the level of the navel, projecting more upon the left than the 
right side. There is no infiltration in the vaginal fornix on the 
right side. 

COMMENTS 

Dr. Murpuy (February 19, 1916): The sudden, profuse 
hemorrhage which occurred in September, 1910, suggests mis- 
carriage rather than fibroid, for the latter does not cause hemor- 
rhage between menstrual periods, which is severe enough to re- 
quire packing. After removal of the retained secundines by 
curettage no additional hemorrhage from that cause occurred. 

The offensive leukorrhea, followed two days later by a chill, 
signified the onset of pelvic infection. The dragging of the 
uterus to the left is very suggestive of adhesions following infec- 
tion of the left side of the pelvis: if adhesions are present, the 
removal of the fibroid uterus will be a much more difficult prob- 
lem. 

The fact that the patient has menstruated regularly up to her 
present age of forty-nine years, when taken in conjunction with 
the increased amount of flow at each period, gives rise to 65 per 
cent. of chances that a fibroid is present (vide vol. iv, April, 1915, 
299). 

Since it is a connective-tissue tumor, a fibroid is liable to 
undergo sarcomatous degeneration, but never carcinomatous: 
when carcinoma is associated with a fibroid, it will be found to 
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involve the uterine mucosa, and not the fibroid itself. As the 
result of an examination of the specimens of uterine fibroid in 
the London museums Bland-Sutton found carcinoma of the mu- 
cosa associated with these tumors in 4 per cent. (see vol. i, Feb- 
ruary, 1912, 87-88). I, myself, have seen but one such case. 


OPERATION 


[Exposure of the pelvic viscera through a celiotomy-incision 
revealed adhesions extending from the left adnexe to the uterus, 
dragging it to the left side, and showed fresh pus, as indicated by 
the friable adhesions. The uterus was for the most part directly 
in front of the fibroid, which therefore was situated chiefly in its 
posterior wall, extending down into Douglas’s culdesac. On dis- _ 
severing the adhesions there was revealed a left-sided pyosalpinx, 
from which pus was flowing out. The right ovary and tube were 
free from adhesions, and the left ovary was not diseased. 

Including both tubes, the uterus bearing the fibroid was re- 
moved by the usual supravaginal method (for full description of 
steps of this posterior operation, together with illustrations of 
steps of technic, consult vol. ii, April, 1913, 181-195). Both 
ovaries were allowed to remain. Owing to evidence of the tubal 
infection being recent, a drain was inserted on the left side, behind 
the broad ligament. After accounting for sponges and instru- 
ments the celiotomy wound was closed with the exception of a 
foramen through which the drainage made its way.] 

(V. B.—For a full discussion of pelvic infections consult vol. 
i, December, 1912, 810-824.) 

Postscript (March 9, 1916).—It is now nineteen days since the 
operation was performed: the patient has experienced no further 
discomfort. There was no discharge of pus through the drainage- 
tube, which was removed on the tenth day. Convalescence was 
uneventful. 


CASE II 


CLINICAL HISTORY OF PATIENT 


THE patient, fifty-one years of age, was admitted to Mercy 
Hospital February 17, 1916. The family history reveals that the 
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patient’s mother died from cancer of the stomach. The past 
history reveals that the patient has enjoyed good health up to the 
time of the present malady. Menstruation began at fifteen years 
of age, is regular, of the twenty-eight-day type, lasts from three 
to five days, and requires one or two napkins a day. 

Since two years menorrhagia has, occurred at intervals of 
from two to three months, with the exception offrom August, 
1915, to February 9, 1916, during which time it did not make its 
appearance: it returned on the latter date, however, and has been 
present since. 

The patient has been married twenty-six years and has borne 
two children: there is no history of puerperal infection. 

One year ago there appeared dull pain in the right iliac region. 
Since then the pain has been present most of the time, but is 
never severe and does not radiate: there is tenderness to pressure 
in that region. 

Fever, nausea, and vomiting have been absent. The bowels 
have been regular, and bladder symptoms have been absent. The 
abdomen has not become enlarged. There is marked offensive 
leukorrhea. The patient has lost no weight. The urine is 
negative. 

Bimanual pelvic examination reveals a tumor on the left side 
of the uterus, which measures 244 inches in diameter. Inspec- 
tion shows mucus coming from the cervix, but no blood. 


COMMENTS 

Dr. Morpuy (February 19, 1916): Here is a patient who con- 
tinued menstruating up to the age of fifty, meaning that there 
are 65 per cent. of chances that she has a fibroid: if she has, there 
is an anomaly in her history in that she stopped flowing for six 
months and then suddenly flowed more than before—quite rare 
with a fibroid—just as rare as the bleeding in the interim in the 
last case. The rule with fibroid is that patients flow more and 
more, but once they stop, the flow does not return. This anom- 
aly makes the case suspicious, especially when taken in con- 
junction with the fact that the patient’s mother died from cancer. 

Palpation reveals a large mass in the pelvis: if it is cancer, 
I should say that it involves the fundus, rather than the cervix, 


ly 
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of the uterus. The odor of the leukorrhea did not mean any- 
thing to me, for even were cancer present, the odor would indi- 
cate merely a saprophytic infection of the neoplasm, and would 
continue until checked by operation or death of the patient. 
Recently we have succeeded in deodorizing many such cases by 
hypodermic injections of one-half-grain doses of emetin: we 
know that as a class amebze are destroyed by emetin, and here 
the saprophytes which produce the odor are destroyed by the 
same drug. 

Compared with carcinoma of the cervix, cancer of the fundus 
occurs about once in 100 cases. 


OPERATION . 

[The uterus was removed according to the technic referred 
to in the preceding case. Examination of the specimen revealed 
an intramural fibroid in the posterior wall, and not far from the 
mucosa: there were also submucous fibroids. One small zone in 
the mucosa was depressed and suggested beginning carcinoma.| 


POSTOPERATIVE COMMENTS 

[The influence of fibroid and of cancer of the uterus upon 
menstruation has been discussed in vol. iv, April, 1915, 299; 
submucous polypi are discussed below; the morbidity of uterine 
cancer and the mortality statistics of operation were presented in 
vol. iv, October, 1915, 916.]* 

Postscript (March 9, 1916).—It is now nineteen days since 
the operation was performed: the patient has been permitted to 
sit up, and in a few days will be able to leave hospital. 

Pathologic Diagnosis.—‘‘ Fibrosis of the uterus and adenoma 
of the mucosa, with strong suspicion of beginning carcinoma.” 


CASE III 
CLINICAL HISTORY OF PATIENT 
THE patient, forty-eight years of age, was admitted to Mercy 
Hospital September 16, 1915. ‘The family and past histories are 


*J. B. Deaver (unpublished paper) reviews the cases of fibroid uteri upon 
which he has operated at the German Hospital, Philadelphia, from 1905-1915 in- 
clusive. Among the 750 cases there were 13 deaths (1.73 per cent.), while the last 
too of these passed off without a single fatality. 

In 513 cases with complete pathologic reports carcinoma was found eight times. 
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negative. Menstruation began at twelve years of age, is regular, 
of the twenty-eight-day type, lasts three or four days, and re- 
quires seven or eight napkins a day. The patient has borne eight 
children. The next menstrual period after childbirth usually 
followed within five or six months. Menstruation has been ir- 
regular for the past ten years. 

After the birth of the last child,—ten years ago,—the patient 
did not menstruate for one year, and since then the intervals 
between the periods have lasted from one to twelve and even four- 
teen months: with each period the flow was profuse, and occasion- 
ally the patient had cramps, accompanied by backache. 

In April, 1914, the flow lasted one week, was profuse, and 
accompanied by pains in the region of the gall-bladder and lower 
abdomen. There was no further flow until five weeks ago, when 
the patient had an attack of vertigo and pains in the lower ab- 
domen, which were followed by metrorrhagia beginning during 
sleep: this flow has continued up to the present time, is increased 
by the slightest exertion, and at times forms large clots; during 
this time there have been occasional pains in the legs upon the 
slightest exertion. 


COMMENTS 


Dr. Mureuy (September 18, 1915): Preceding the flow the 
patient had severe pains in the lower abdomen, which were ex- 
pulsive in character, and the flow has persisted ever since: such 
a history does not suggest carcinoma, even though the family 
physician stated that he found carcinoma upon microscopic ex- 
amination of a specimen obtained from the uterus; it suggests 
an intra-uterine fibroid or polypus, with expulsion pains. 


OPERATION 
[After dilating the cervix and examining it, no depression or 
excavation resembling carcinoma was found, and the curette 
could detach no tissue from the cervix. From the fundus there 
was curetted away a strangulated and gangrenous submucous 
polypus.] 
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POSTOPERATIVE COMMENTS 


In this case the history coincided with the pathologic findings 
to a nicety, as the pain was due to the expulsion efforts of the 
uterus, which finally strangulated the intra-uterine polypus. A 
portion of this was evidently removed by the family physician 
and sent to a microscopist, who reported carcinoma, and complete 
hysterectomy was advised. The reason we took exception to 
this was because the clinical history of the case did not corre- 
spond with that of carcinoma. 

Senile Vaginitis.—Occasionally an old lady comes to you 
with the story of not having menstruated for ten, fifteen, or 
twenty years, when suddenly a flow appears, which, while not in 
excess of a normal menstrual period, yet is of longer duration: as 
a rule, the patient says, “ Doctor, I had a pain, which was a little 
like a labor pain.” As soon as you hear such a history you know 
that the trouble is not cancer, but that it is probably a polypus. 
When the old lady comes to you with her hands trembling from 
paralysis agitans and tells you that she is having her ‘‘second 
childhood,”’ and that there is a show of blood, do not make a 
diagnosis of carcinoma, notwithstanding the fact that you have 
heard me say that a flow at this age above the normal amount 
not preceded by pain is carcinoma in 100 per cent. Such a flow, 
however, is never equal to that of a normal menstrual period, 
and this show or ‘‘second childhood,”’ as she calls it, is due to 
senile vaginitis instead of cancer: on the other hand, a flow oc- 
curring one, two, or five years after the climacteric, which is equal 
to or in excess of that of a menstrual period, is due to cancer on 
that evidence alone in 100 per cent. 

Postscript—The patient made an uneventful recovery, and 
continued well, without discharge of any kind, until March 30th 
(last report). 

(Cases of uterine fibroid have been previously published as 
follows: vol. i, February, 1912, 80-90; vol. ili, August, 1914, 
653-661, and 761-767; vol. iv, April, 1915, 297-303.) 
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EXTRA-UTERINE PREGNANCY (FOUR CASES) 
—SALPINGECTOMY 


Summary: Case I.—Clinical history of patient; comments—analysis of menstrua 

history; examination; diagnosis from history; operation—left salpingectomy. 

Case II.—Clinical history of patient; comments—rapid two-hour rise of leuko- 

cytes; physical examination at variance with history; operation—left salpin- 

gectomy; postoperative comments—negative physical examination accounted 

for by operative findings, with which, however, clinical history is in complete 
accord. | 

Case III.—Clinical history of patient; comments—dialogue with intern in re 
analysis of history; significance of a decidua; varieties of ectopic gestation 
(analytic table); operation—right salpingectomy; postoperative comment— 
appendicitis as an etiologic factor. 

Case IV.—Clinical history of patient; comments—uterine vs. extra-uterine 
pregnancy; history typical for latter; operation—left salpingectomy; post- 
operative comments—operative method of checking acute hemorrhage by 
coup-de-maitre. 


CLINICAL HISTORY OF PATIENT 

THE patient, thirty-three years of age, was admitted to Mercy 
Hospital November 3, 1915. The family history is negative. 
Eight years ago the patient was operated upon for appendicitis 
and lacerated perineum. She has been married fourteen years 
and has one child eleven years of age: there have been no mis- 
carriages. Menstruation began at thirteen years of age, is regu- 
lar, of the twenty-eight-day type, and lasts three or four days. 
The flow is not profuse, and there is no dysmenorrhea. 

On August 1, 1915, a menstrual period began and proved to be 
normal in amount and of the usual duration. 

In September—five weeks after the preceding menstrual 
-period—the patient menstruated again: while this was apparently 
a normal menstrual period, yet it was delayed. 

In October the patient did not menstruate in the regular way, 
but a slight show appeared on the fourth and continued until 
November ist. 

On November rst the patient menstruated profusely and had 


a severe pain. 
505 
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COMMENTS 


Dr. Murpny (November 4, 1915): I shall review the essential 
features of this patient’s history. She was admitted last night. 
She is thirty-three years of age: her last and only child was born 
eleven years ago; she has had no miscarriages nor any pelvic 
infection, unless the attack of appendicitis for which she was 
operated upon eight years previously may be considered as such. 
Her last normal menstrual period began August 1st. She men- 
struated in September, but this period was five weeks after her 
previous menstrual period had begun, and was prolonged, though 
otherwise normal. 

Since the menstrual period in September the patient has felt 
a discomfort in her left side, which she did not have before: occa- 
sionally this discomfort amounted to a crampy pain. 

On November 1st—four days ago—she began to have sudden 
severe pain in the pelvis. 

In considering the probability of ectopic gestation the men- 
-strual history is the all-important factor. 

Examination—which must always be conducted very gently 
under these circumstances—reveals slight enlargement of the 
uterus, but not enough enlargement to correspond with an eight 
weeks’ uterine pregnancy. There is a bloody discharge from the 
cervix. On the left side of the uterus there is a soft, pulpy mass 
which presses down into the vagina. Examination of the blood 
reveals a leukocytosis of 8400, which is against the presence of an 
acute inflammatory condition. 

In the remoteness of the last labor, the change in menstrua- 
tion, the cramp-like pains, and the mild explosion as the tube 
stretched, the history of ectopic gestation is unfolded. There 
was not a severe explosion. 

When I saw the patient this morning I told her to rest up 
until we got through with our clinic, and that we would then 
bring her down for examination. 

When the patient was operated upon eight years ago for re- 
moval of the appendix the round ligaments were shortened: no 
pelvic infection was found at that time. 


Wy 
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OPERATION 

[While making the celiotomy incision it was noted that the 
peritoneum was discolored, showing that there was free blood in 
the abdominal cavity. When the peritoneum was divided, there 
was a large outpouring of blood, much of it clotted. The round 
ligaments were found plicated and holding the uterus forward. 
The left tube was found enlarged, ruptured, and bleeding, and 
was removed: the fetus had escaped. The stump was inverted, 
lest adhesions should form. After accounting for sponges and 
instruments the celiotomy wound was closed without drainage.] 


POSTOPERATIVE COMMENT 
In this case it was not the physical findings, but the menstrual 
history that made the diagnosis. 
Postscript.—The patient made an uneventful recovery and 
was discharged from hospital at the usual time. 


CASE II 


CLINICAL HISTORY OF PATIENT 

THE patient, thirty-six years of age, was admitted to Mercy 
Hospital February 14, 1916. The family and past histories are 
negative. Menstruation began at thirteen years of age, is regu- 
lar, occurs every four or five weeks, lasts two or three days, and 
requires one or two napkins a day. She has been married fifteen 
years. Seven weeks after being severely injured in a railroad 
accident she gave birth to a stillborn child: this was a forceps de- 
livery, and although the perineum was badly lacerated, yet there 
is no history of infection following the parturition. The lacera- 
tion was repaired later. 

The last normal menstrual period began December 25, rg1s: 
the flow lasted but one day, and the quantity was less than usual, 
requiring only one napkin. 

On January 10, 1916, the next mensis appeared fifteen days 
ahead of time: there was just a slight flow,—a sort of brownish 
discharge,—and this flow continued until February 7th, between 
which time and the tenth there was no discharge at all. On Jan- 
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uary 20th there was quite a profuse discharge, but only one nap- 
kin was used. 

On January 15th—five days after the appearance of the pre- 
maturely early menstrual period—the patient was suddenly at- 
tacked by sharp pain in the hypogastrium, which radiated down 
the posterior portion of the left lower limb: there were also a chill, 
which lasted half an hour, and fever of 100° F. She was tender 
to pressure over this area. She had a frequent desire to urinate, 
but could not. She did not receive a hypodermic for the pain. 

On February 7th—one week previous to admission—a similar 
attack occurred. 

This morning (February 14th),,at 11 A. M., a third attack 
occurred: it was so severe that it doubled the patient up. There 
was no fever. She was brought to hospital about 3.30 P. mM. and 
prepared for immediate operation. The leukocyte count at that 
hour was 15,800. 

Examination on February roth—four days previous to oper- 
ation—showed that the uterus was freely movable and dis- 
placed somewhat to the left side, but not retroverted to a degree 
that would interfere with her becoming pregnant. Nothing was 
palpated in the vaginal fornices or in Douglas’s culdesac. There 
was no discharge of blood from the cervix: the latter was patent 
and free from laceration and erosion. The uterine sound was 
passed through the cervix as far as the internal os, to ascertain 
the patency of the latter, but did not enter the cavity of the body 
| of the uterus. While the history is that of ectopic gestation, yet 
there is nothing suggestive of that condition upon physical exam- 
ination of the pelvis. There are, however, sensitiveness and re- 
sistance of the left pelvic brim on palpation. 

Examination on February 14th revealed a mass in relation 
with the left adnexe high up on the pelvic brim. The Abderhal- 
den was mildly positive in two tests. 


COMMENTS 
Dr. Murrny (February 14, 1916—5.30 P. M.): The leukocyte 
count at present is 21,400—a rapid increase of nearly 6000 within 
the last two hours. The patient’s history does not suggest an 
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attack of appendicitis: there was neither nausea nor vomiting. 
In the menstrual irregularities the history is typical for ectopic 
gestation, but the physical findings were negative. 


OPERATION 


[Exposure of pelvic viscera through a celiotomy incision.] 
The trouble is wholly on the left side: the abdomen con- 


Ay 
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Fig. 102.—At “A” lumen of tube was completely obliterated, showing how im- 
pregnation had to take place through fimbriated end via opposite tube. 


tains a large quantity of fresh blood, but few clots. The left tube 
is situated above the brim of the pelvis, is ruptured, and the 
fetus has escaped (Fig. 102). The tube is still bleeding. It was 
removed, and the stump embedded in the usual way. ‘The clots 
were removed from Douglas’s pouch. The tube on the right side 
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is patulous. [Left tube removed; sponges and instruments ac- 
counted for; incision closed in usual manner without drainage.] 


POSTOPERATIVE COMMENTS 

It is now apparent why I could not feel the distended left 
tube in the pelvis at the time of the physical examination, four 
days ago: it was drawn up out of the pelvis and fixed by adhesions 
to the outer side of the pelvic brim, thus being beyond range of 
the palpating finger in the vagina. The site of fixation of the 
tube was exactly where the patient located the pain. ‘The clin- 
ical history was in complete accord with the operative findings. 

Examination of the left tube showed that it was occluded 
about an inch and a half from the cornu of the uterus by the bind- 
ing of it to the pelvic wall. This impregnation took place on 
the fimbriated side of this occlusion, which leads one to ask, How 
did the spermatozo6n arrive in this position? It could not have 
come through direct from the uterus. It must have come through 
the right tube, was taken up by the left, and fertilization of the 
ovum, which had already been arrested at the point of constric- 
tion, took place in the left tube. That is a beautiful illustration 
of this method of fertilization. This case accentuates the sig- 
nificance of the clinical course of the disease, even to the opera- 
tive stage, without being able to confirm the diagnosis by physical 
findings, and is most instructive from that standpoint. 

Owing to the patency of the tube on the right side there is 
nothing now to interfere with subsequent impregnation of the 
uterus. 

The head of the patient’s bed will be elevated for eight inches. 

Postscript (March 1, 1916).—It is now sixteen days since the 
operation was performed. ‘The stitches were removed five days 
ago, and healing had taken place per primam. The patient’s 
convalescence has been uneventful. 


CASE III 
CLINICAL HISTORY OF PATIENT 


THE patient, twenty-nine years of age, was admitted to Mercy 
Hospital February 18, 1916. The family history is negative. 
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Menstruation began at sixteen years of age, is regular, of the 
twenty-eight-day type, painless, and requires one or two napkins 
a day. There have been no miscarriages. 

In ro10 the patient had an attack of typhoid fever. 

In ro11, after amenorrhea of seven months’ duration, the 
patient had an attack of “‘peritonitis’”; the uterus was curetted 
and found unimpregnated. Seven months after the attack of 
““peritonitis”’ the left tube and ovary were removed, together with 
a ‘“mass”’ the size of an orange: no microscopic examination of 
the mass was made. 

On October 12, 1915, a menstrual period began and pursued 
a normal course. The next two monthly periods—those of No- 
vember and December—were missed: during these two months, 
while there was no morning sickness, yet the breasts were en- 
gorged and painful, and the abdomen was slightly distended; 
there was pain in the right lower quadrant of the abdomen, and 
the patient was dizzy and fatigued. 

On December 25th, while being driven to the railroad station, 
the patient was suddenly attacked by a severe, sharp pain in the 
right lower quadrant of the abdomen: she was not nauseated and 
did not vomit. A hypodermic injection of 14 grain of morphin 
was given, and the patient was put to bed. The temperature 
and pulse-rate were not taken. 

On December 27th there was a very slight discharge of blood 
from the vagina—so slight that it required but one napkin a day. 
This very slight bloody discharge occurred daily until January 
16, 1916, when the patient had what she regarded as a normal 
menstrual period. During these three weeks fever, chills, and 
accelerated pulse were absent. 

On January 2oth the patient had an agonizing pain in the 
right lower quadrant of the abdomen: thereafter she vomited 
every fifteen minutes, night and day, for three weeks. The 
temperature was normal; the pulse, go. 

Since January 16th there has been a scanty flow daily, requir- 
ing from one to three napkins a day. 

On February 14th,—four days previous to admission,—on 
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account of the continuing hemorrhage, the uterus was curetted, 
but no microscopic examination of the tissue removed was made. 

Examination showed that the cervix was slightly enlarged and 
the uterus soft. A needle inserted through the vaginal fornix 
withdrew no pus. The Abderhalden test was positive. 

COMMENTS 2 

Dr. Murpny (February 21, 1916): What is the matter with 
the patient, doctor? 

INTERN: The history is very suggestive of ectopic gestation. 

What was there in the history that makes you think of ectopic 
gestation? R 

The patient missed two successive periods in November and 
December: her last normal menstrual period began October 12th. 
On December 25th she had agonizing pain in the right lower quad- 
rant of the abdomen, and a little later noticed a scanty flow of 
blood. 

Was a membrane discharged? 

There was none. 

Why did Task that? What do I mean by a “‘membrane’’? 

A decidua. 

Yes, a decidua, the presence or absence of which bears upon 
the diagnosis between uterine and extra-uterine pregnancy, res- 
pectively, although at times there is a pseudo-decidua in the 
latter. The uterus was curetted long after the initial symptoms, 
but no decidua was examined for. Onsumming up, it is now four 
months and nine days since the patient had her last normal 
menstrual period; and for two and one-half months there was no 
disturbance other than that due to engorgement of the breast. 
Did she have any pain from October 12th to December 25th? 

No, sir. 

That is very exceptional for a case of ectopic gestation, in 
which the rule is that between the fifth and the seventh week 
after the last normal menstrual period sharp, shooting pains ap- 
pear, become more and more severe, and eventually simulate 


true labor pains: the shooting pains result from rapid distention 
of the tube. 
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According to location there are three varieties of ectopic gesta- 
tion—the interstitial, the ampullary, and the ovarian. In the 
interstitial variety impregnation of the ovum takes place in the 
isthmus of the tube, whence the impregnated ovum may become 
displaced outward through the ampulla, infundibulum, and 
ostium abdominale into the peritoneal cavity (abdominal type); 
or by rupture to a position between the two peritoneal layers of 
the broad ligament (intraligamentous type, Figs. 103 and 104); or 


Fig. 103.—The ovum imbedded under the peritoneum of the broad ligament (Hirst 
and Knipe). 


inward through the pars uterina into the uterus, thence pursuing 
the normal course of uterine gestation (intra-uterine type). In 
the ampullary variety the commoner type is the abdominal, from 
rupture of the tube and discharge of the embryonic capsule into 
the free peritoneal cavity, as occurred in this case (abdominal type) ; 
less frequently this variety develops into the tubo-ovarian type. 
The latter, together with the ovarian variety, is the rarest of all. 

The etiology of tubal retention of the ovum is given in the 


classification which we have had placed upon the board. (See 
VOL. V—33 
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table.) [Here reviews history of preceding case.] . . . After 
leaving the ovary, the ovum may wander around in the abdominal 
cavity and eventually enter a tube, where, owing to one of the 
causes mentioned, it may become imprisoned (as in previous case) 
after impregnation, thus giving rise to.tubal pregnancy. 
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Fig. 104.—Decidual cell development in connective tissue of the broad ligament: 
D, Decidual cells (Hirst and Knipe). 


ECTOPIC GESTATION 


(EXTRA-UTERINE PREGNANCY) 


Causes of extra-uterine arrest: 
A. Intratubal obstructions. 
1. Polypus. 
2. Diverticula (most frequent). 
3. Strictures. 
4. Atresia and migration. 
B. Extratubal. 
1. Deformities. 
2. Adhesions, peritoneal. 
3. Salpingitis. 
4. Appendicitis.* 
5. Uterine myomata. 


* Neild, of Shanghai, reports a case of unruptured right-sided tubal pregnancy 
associated with chronic appendicitis (Lancet, March 25, 1916, 676). 


# 
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Varieties: 

1. Ampullary: 
(a) Tubo-ovarian. 
(6) Abdominal. 

2. Interstitial: 
(a) Abdominal. 
(6) Intraligamentous. 
(c) Intra-uterine. 

3. Ovarian. 

Symptoms: Often long period follows latest pregnancy. 

1. Intermittent pains in pelvis of stabbing character; occasionally morn- 
ing sickness, mammary pains, etc. 

Symptoms (a) Before rupture. 
(6) After rupture. 

2. Passes next menstrual period. 

3. Lancinating pain in pelvis with a menstrual show and then expulsion or 
“labor” pains with occasional passage of membranes—decidual casts 
(recurrent “atypical menstruation’’). 

4. Five to seven weeks from last normal menstruation sudden severe ex- 
pulsion-pains in the pelvis, with nausea, vomiting, pallor, and often 
collapse (due to rupture of tube and hemorrhage). 

5. Physical signs: 

(a) Tender tumor in fornix or pouch. 

(6) Flatness on percussion. 

(c) Distention of abdomen. 

(d) Vaginal show. 

(e) False abortion—false labor. 

(f) Softening of cervix; enlargement of uterus and of breasts. 

The first is the commonest primary manifestation of trouble. 

Time of rupture: 

Usually five to seven weeks; practically always before twelfth week; oc- 
casionally goes to full term. 

Abdominal gestation Delivery False labor 
Lithopedion 
Prognosis: 

Not operated, 68.8 per cent. mortality (Schauta). 

Operated and non-operated, 28 per cent. (Veit). 

Operated (Johns Hopkins), 5 per cent. 

Time for operation: 

As soon as the diagnosis is made, and preferably in the preperforative 

stage, as urged by Dorland (Jour. Kansas Med. Soc., November, 1915). 


In 1911 this patient was operated upon for left-sided ectopic 
gestation: the tube and ovary were removed, together with a 
hematoma; we should, therefore, expect to encounter adhesions. 

Diagnosis: Tubal pregnancy with rupture; hematoma. 
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OPERATION 

[Exposure of the pelvic viscera through a celiotomy-incision 
revealed the absence of the left tube and ovary and the presence 
of adhesions in their stead. On the right side of the pelvis a 
large, organized hematoma was found,in relation with the nght 
tube: the tube had ruptured and the hematoma had now become 
fairly well encapsulated, so that there was no free fluid in the 
peritoneal cavity—just sanguineous fluid. (This case again 
shows from the clinical course and the physical findings how one 
aids the other, when there is a discrepancy in the clinical course in 
arriving at a correct diagnosis.) The tube was dilated in its 
ampullary portion, while its fimbriated extremity was firmly ad- 
herent to the caput coli, which, together with the sigmoid flexure, 
covered over the hematoma. The fimbriated extremity of the 
tube was carefully freed from the caput coli, the mesosalpinx 
and uterine extremity were ligated, and the tube was removed; 
the ovary was permitted to remain; the sigmoid flexure was freed 
from the hematoma and the latter was removed. After taking 
stock of sponges and instruments, the celiotomy-incision was 
closed without drainage.| 


POSTOPERATIVE COMMENTS 

Owing to the firm adherence of the fimbriated extremity of 
the tube to the caput coli, it is not unlikely that a former attack 
of appendicitis was the underlying causative factor of this pa- 
tient’s state of ectopic gestation. 

This patient should menstruate regularly and in practically 
the normal way. She should not suffer from the symptoms of 
her premature menopause, which might have given her enormous 
inconvenience had the remaining ovary been removed. 

Postscript.—Progress of the case was uneventful. 


CASE IV 


CLINICAL HISTORY OF PATIENT 
THE patient, twenty-five years of age, was admitted to Mercy 
Hospital February 19, 1916. The family and past histories are 
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negative. Menstruation began when the patient was fifteen 
years of age, is of the thirty-day type, painless, lasts from four 
to six days, and requires three napkins a day. The patient has 
one child, who is living and well: there have been no miscarriages 
or abortions. Retroversion of the uterus was corrected by a 
pessary three and one-half years ago. 

On January 1, 1916,—seven weeks ago,—the patient had the 
last normal menstrual period: the duration was five days. 

On January 9th—four days after the termination of the 
normal menstrual period—she noticed a slight discharge of bright- 
red blood, soiling one napkin that day. The next day the quan- 
tity was unchanged, and continued so. 

On January roth, at 7.30 Pp. M., the patient was suddenly at- 
tacked by an agonizing pain throughout the abdomen: so severe 
was the pain that she fainted, and a hypodermic of morphin was 
required. She vomited that night and the next morning: fever 
and chills were absent. She remained in bed ten days, during 
which time the flow continued about the same: fever and chills 
were still absent. From January 29th to February 5th she was 
up and about, but felt very weak. 

On February 5th, at 12 P. M., the patient had severe pains 
throughout the abdomen and in the lower part of the back, and 
chilly sensations two or three times, but no fever. This attack 
of pain, too, was so severe that a hypodermic of morphin was re- 
quired, The next morning she vomited several times, and again 
on the following day: she did not, however, take to bed. 

On February oth a series of treatments to control the flowing 
was begun and continued until February 13th: at each treatment 
the vagina was sprayed with iodin and packed with gauze. 

Since February 13th the patient has been up and about. 

There has been neither morning sickness nor enlargement of 
the breasts, although the latter were slightly sensitive during 
her ten days’ stay in bed after the attack which began on Jan- 
uary roth. 

Examination on February 19th shows that the right vaginal 
fornix is perfectly free; that the uterus is soft and somewhat 
enlarged; and that there is a mass high up on the left side, behind 
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the uterus: so tender is this mass that the patient winces when 
it is touched. The Abderhalden test is positive. 


COMMENTS 

Dr. Murpny (February 21, 1916): Is this a case of uterine 
or extra-uterine pregnancy? lf the former, is there a pelvic 
tumor which is responsible for the flow? From all appearances 
the uterus is enlarged sufficiently to correspond with a normal 
of the vagina to check the flow did not Brine on a miscarriage. 

The mass on the left side carries the uterus up with it; and 
while it may not be a distended tube, yet the history is typical 
for ectopic gestation. 


OPERATION 

[Exposure of the pelvic viscera through a celiotomy incision 
revealed that the right tube and ovary both were free from ad- 
hesions and normal in appearance. The left tube had ruptured 
near the fimbriated end, and a large hematoma had formed, which 
was capsulated and firmly adherent to the sigmoid. In freeing 
the adherent sigmoid from the gestation-sac, a portion of the 
latter was, for safety’s sake, separated and left attached to the 
former. The left tube was ligated and removed in the manner 
described in the preceding case (p. 516), but the ovary was re- 
tained. No raw peritoneal surfaces were left remaining, but 
were covered over. After taking stock of sponges and instru- 
ments, the celiotomy incision was closed without drainage.] 


POSTOPERATIVE COMMENTS 

In this case the hematoma has been of long standing. Given 
a case of acute perforative ectopic gestation: with the opened 
abdomen before you and blood welling up right briskly through 
the celiotomy-incision, how would you control the hemorrhage in 
the shortest possible time? Pass the hand rapidly behind the 
uterus and then along the broad ligament of the side involved; 
free the friable adhesions; roll the tube and ovary forward, and 
have an assistant place an eight-inch clamp on the broad ligament 
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close to the uterus to control the uterine vessels, and another on 
the outer portion of the broad ligament, to control the ovarian 
vessels. Thereupon the clots may be removed and the operation 
terminated without undue haste. If the patient has lost much 
blood, intravenous infusion of normal saline solution may be 
given just as soon as you begin to go to work on the case. 
Drainage is not necessary unless you are fearful of your asepsis. 

The patient is still capable of child-bearing, as the other tube 
is free from adhesions and patent. 

Postscript.—The case progressed uneventfully. 

(The ‘‘Abderhalden Test in Tubal Pregnancy” was consid- 
ered in vol. iii, April, 1913, 206-10.) 

The accompanying tables are taken from an unpublished 
paper of Dr. John B. Deaver, of Philadelphia: 
TABLE I.—DIAGNOSIS MADE IN 162 CASES OF ECTOPIC GESTATION 


OPERATED UPON AT THE GERMAN HOSPITAL, PHILADELPHIA, 
IN A DECAD (DEAVER) 
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GhronicappendicitiSann eset eee meme elec tciar tte 5 cases 
SalpINCLEIS settee ate Meera Stich ay ieee ae ep tee at Gat 
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INCULCPAD PCHGICIUISmmera ne tral sect a woke tena a ene yountecl eat cman 
IBY Osa) Ux ceepe tee seshaee es etevede css nictss 3c) One sig’oht er 5. ele ataaiogele wie cues Othe 
GArcinOmasULeLUSr renee ol rene. Sento Saki eee Oe 
Fai TOlteLUs seme eters estates carta ass eat eh te eset Aceon Loire Ga 
A DORELON eee ec ree: ol wie cia nirchaetem ethers sie laraterianbe ene I case 
endomethitiseme rites cot nis ee cae nee Riel Gea 4 cases 


TABLE II.—THE OPERATIONS PERFORMED 


Weltisalpingo-oOphorectomiy, wri: erate ae ee ere 43 cases 
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PYOSALPINGITIS, BILATERAL—CELIOTOMY ; 
DRAINAGE 


Summary: Clinical history of patient; operation—celiotomy followed by pelvic 
drainage for unsealed pus-tubes; comments—analysis of history; streptococcic 
peritonitis. 


CLINICAL HISTORY OF PATIENT 

THE patient, twenty-two years of age, was admitted to Mercy 
Hospital May 25, 1915. The family and past histories are nega- 
tive. Menstruation began at sixteen years, is regular, of the 
twenty-eight-day type, and lasts four or five days. 

The patient has been married for three years: since the time 
of her marriage there has been leukorrhea, which at times causes 
much burning and scalding upon urination. One year after the 
marriage she had one miscarriage. A child was born nine months 
ago: the menses reappeared four months later and have been 
irregular, prolonged, and painful since. Owing to the dysmenor- 
rhea the cervix was dilated, but the uterus was not curetted. The 
latest period has just been terminated. 

On May 14, 1915,—eleven days ago,—the patient was sud- 
denly awakened by a sharp, shooting pain in the right iliac region. 
She vomited once after taking a dose of castor oil. Soon the 
abdomen became tender and remained sore all day. There were 
no chills, but the next day chilly sensations were present. Dur- 
ing the second day after the attack she stayed in bed, and in the 
evening was again attacked by abdominal colic, but did not vomit. 
The first attack began while the patient was menstruating: the 
flow continued for the next three days and then stopped. On the 
third and fourth days after the first attack she felt better, but the 
abdomen remained tender. 

On May 18th the left iliac region became tender, and several 
times sharp pains appeared in that zone: these pains lasted two 


days, but were unaccompanied by vomiting. Menstruation 
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began on the same day, lasted two days, and then stopped. The 
abdomen remained very tender. 

On May 22d the patient flowed a little and the next day passed 
a few small clots, whereupon the flowing stopped. On the 
twenty-fifth there was a show of blood again. 

Since May 14th, when the first attack of colic began, the ab- 
domen has remained tender, and at times sharp,sshooting pain 
appeared in the right iliac fossa. The bowels have been moving 
daily after the use of cathartics. 

Examination of the blood on admission revealed 16,600 leuko- 
cytes. Urinalysis showed trace of albumin, but neither sugar 
nor casts: there were from 60 to 80 white cells to every § ob- 
jective microscope-field, but no red blood-cells. 


Fig. to5.—Pyosalpinx. 


Bimanual pelvic examination revealed a mass of infiltration 
in Douglas’s culdesac. 


OPERATION 

|The condition of the pelvic viscera was as follows: the uterus 
was surrounded by adhesions; both tubes contained pus (Fig. 
105), which flowed from their fimbriated ends, showing that the 
latter were patent. Examination of the pus from these tubes 
showed that it was not a Neisserian infection, but that it was an 
acute involvement of the tubes in which as yet there had been no 
closure of the fimbriated ends. Pus from both tubes showed 
streptococci and B. coli. Owing to the’patient’s youth, as well 
as the patency of the fimbriated ends, the tubes were not removed, 


ye 
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but drainage of the pelvis was provided for, and the celiotomy 
wound was closed. The operation was performed by Dr. Golden, 
and during its progress Dr. Murphy discussed the history with 
the intern as follows.| 


COMMENTS 


Dr. Murpuy: I have not examined this patient because she 
was admitted last week during my absence from the city; but 
I shall try to build up a diagnosis from the history as recited by 
the intern. - How old is the baby? 

INTERN: Nine months. 

For how many months did she not menstruate? 

For four months following the birth of the child. 

Did she nurse the child? 

She did not say. 

You should have found out. Was that a normal flow on the 
fourteenth? 

No, sir. 

Let me check over the history until I show you all its defects. 
There is no record of the condition of the last menstrual period 
preceding May 14th. The patient menstruated May ist and 
began to flow again on May 14th. Did she menstruate on April 
1st? 

Yes, sir, she did. 

That was six weeks prior to May 14th. How many days did 
she flow, beginning May 1st? In order to exclude ectopic gesta- 
tion we must know the date of the last normal menstruation pre- 
ceding that. The menstrual period at which the patient became 
pregnant may deviate a little. At the next four-week period 
patients with ectopic gestation may flow a little, but it is never a 
normal menstruation: it is usually postponed to five, six, seven, 
or ten weeks. But the great bulk of ectopic gestations undergo 
rupture between the first days of the fifth week and the last days 
of the sixth, so that the date of the last normal menstrual period 
is always a definite starting-point in the diagnosis of this condi- 
tion. Now it is evident why this patient should have a devia- 
tion in her menstruation if she nursed the baby, and why she 


524 CLINICS OF JOHN B. MURPHY 


should not have, if she did not nurse the baby. What began 
first, the flowing or the pain? 

I have no record of that. 

You ought to have it. When a tube is about to rupture, what 
should the patient have first? The pain. Did she have pain on 
the first day of May? Patients with an impregnated Fallopian 
tube always have stretching pains as the tube dilates, and be- 
cause of these pains a large proportion of cases of ectopic gestation 
is diagnosed as gradually progressing acute appendicitis, What 
is the matter with the patient? 

She may have appendicitis, pyosalpingitis, or ectopic ges- 
tation. \ 

Which is it? 

She has been complaining of a discharge for the last three 
years, and from the history of this previous infection I thought 
that she might have pyosalpingitis. 

What was the nature of her previous infection? 

Three years ago, after she was married, a yellowish vaginal 
discharge began and has continued to the present time: this 
discharge was accompanied by burning on urination. 

What else? Did she have frequent urinations at the time she 
got the acute vaginal discharge and the acute irritation in the 
vagina? 

She said she had increased frequency of urination at one time. 

Did she get this infection then? Did the Neisserian infection 
travel up into the tubes at that time and set up pyosalpingitis? 
Does it state in the history that she had any other pain across the 
abdomen at that time? 

No, sir. 

Had she had an infection of the Neisserian type she should 
not have become pregnant. Was it acute salpingitis that made 
its appearance on May 14th, and was the accompanying pelvic 
peritonitis caused by a tubal infection? Was the infecting agent 
B. coli, pneumococcus, staphylococcus, or streptococcus? Two 
years ago last winter we had a number of cases of streptococcic 
infection of the lower abdomen, the primary source of which was 
the throat, the abdominal atrium, the appendix. I operated 
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upon two of these cases, but in neither was the appendix per- 
forated, for in this type of infection the streptococci run through 
the cellular tissue, just as water runs through a sieve. In prac- 
tically all these cases streptococcic tonsillitis was the primary 
source of the metastatic peritonitis, and Dr. Miller, of this city, 
believed that the tonsillitis came from infected milk. Peritonitis 
is not commonly associated with tonsillitis or pharyngitis. The 
majority of these cases of streptococcic ‘‘peritonitis’’ die whether 
operated upon or not, for the infection is not on the surface of the 
peritoneum, but behind and beneath it (subperitoneal cellulitis), 
so that celiotomy has but little to offer. 

[The remainder of the talk had to do with the subject of pelvic 
infections, for which consult vol. i, December, 1912, 807-8 24.| 

Reporting a case and reviewing the literature on ‘“‘Spon- 
taneous Rupture of Pyosalpinx into the General Peritoneal 
Cavity, Producing Acute Diffuse Peritonitis,’ Bonney (Swurg., 
Gynec. and Obstet., November, 1909, 542-50) concludes as follows: 

“1, It is a very rare accident [31 authentic cases up to 19009]. 

‘2, In the severity of its symptoms it usually resembles other 
forms of perforative peritonitis. 

“2. It conforms to the general rule obtaining in such cases, 
that the earlier operation is performed, the greater is the chance 
of recovery. 

““4. It is a very momentous accident, having a mortality of 
30 per cent., even in those cases in which operation is made during 
the first twelve hours. 

“5. It should be considered as the possible causative agent in 
all cases of acute general peritonitis of obscure origin occurring 
in females. 

““6. Its proper treatment is immediate operation.” 

Postscript.—Progress to recovery was slow but complete. 


CASE; [NEOPLASMS OF BOTH KIDNEYs; 
GASTRIC ULCER—EXPLORATORY CELIOT- 
OMY. CASE I]-—-SARCOMA OF RIGHT 
KIDNEY—EXPLORATORY CELIOTOMY 


Summary: Case I.—Clinical history of patient; comments—discussion by Dr, 
Mix; operation—gastric ulcer found at pylorus; neoplasm present in each 
kidney; organs not disturbed; postoperative comments—correlation of oper- 
ative findings with history; nephrectomy: transperitoneal vs. lumbar; the 
phenolphthalein test; removal of a specimen and of either kidney contraindi- 
cated—reasons; danger of removing a kidney in direct proportion to its se- 
creting power; postoperative treatment. 

Case II.—Clinical history of patient; comments—examination and plan of 
operation; diagnosis of lesions of genitourinary tract by examination of uri- 
nary sediment; operation—neoplasm of right kidney found, but not disturbed; 
postoperative comments—neoplastic invasion of renal vessels. 


CLINICAL HISTORY OF PATIENT 
A MALE, forty-nine years of age, was admitted to Mercy Hos- 
pital October 15, 1915. The family history is negative. 

The initial symptoms of the present malady occurred thirty 
years ago: ever since then similar attacks have manifested them- 
selves every three or four months with no relation to the season 
of the year, and from four to six weeks in duration. Each attack 
is characterized by dull pain, coming on three hours after eating 
and lasting until the next meal, when food-relief is obtained: 
the pain is never present at night. The patient eructates a 
large quantity of gas, but is never nauseated and has never 
vomited during an attack. He is tender over the “stomach.” 
The bowels are habitually constipated; the stools are never 
black. 

The patient has lost 40 pounds in weight during the past 
eighteen months. He is very nervous. 

The Wassermann test is negative. The urine is negative. 
A functional renal test shows only 45 out of a normal of 5o. 
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COMMENTS 


Dr. Murpuy (October 21, 1915): There is a large mass in 
the right hypochondrium, quite apart from the liver: it must 
measure at least five inches in length, extends down beyond the 
costal margin, and moves with respiration; it invades the loin, 
where it may be distinctly palpated, thus from its position sug- 
gesting a renal tumor, such as congenital polycystic kidney cr 
hypernephroma. It is lobulated, smooth in front, and as hard as 
wood. 

The history is long and complex, and contains many points 
of interest. Strange to say, while many laboratory treatments 
have been given, no physical examihation of his abdomen to de- 
termine the presence or absence of tumor was ever made until the 
patient came under our care. While he has a clinical history of 
duodenal ulcer extending over approximately a period of twenty 
years, the duration of the tumor is entirely unknown, as it was 
not recognized until the present time. Dr. Mix will discuss these 
interesting features with you. 

Dr. Mix: The patient is a man who is endowed with a good 
deal of intelligence. Sometimes such an endowment works to 
the disadvantage of the examining physician, however, because 
the patient’s memory of his symptoms is usually very good and 
his ability to expatiate upon them most excellent. The great 
danger is that such a patient will carefully and elaborately de- 
scribe such a maze of symptoms that the examining physician 
is apt to be lost in a labyrinth in trying to arrive at a diagnosis. 
Unfortunately, notwithstanding their intelligence, such patients 
have not had a medical training, and, therefore, have a tendency 
to exaggerate things of no importance. 

This patient told me that he had been bothered with his. 
stomach for thirty or thirty-five years. For years he has been 
having periodic attacks lasting from four to six weeks at a time, 
and separated by latent periods of three or four months or even 
longer. Such periodic recurrences of gastric symptoms should - 
always arouse the suspicion of the presence of a duodenal ulcer 
or of an ulcer in the pyloric zone of the stomach. Periodicity 


NEOPLASMS OF BOTH KIDNEYS 529 


occurs in gall-bladder infections, but the periods of involvement 
are short, and the periods of remission in the early history rather 
long, but in the later history rather short. Where the patient 
makes no record of the matter of periodicity, the presumption 
from the symptoms is that he is more liable to be suffering from 
duodenal or pyloric ulcer than from a gall-bladder infection. The 
patient states that the season makes no difference in regard to his 
seizures. In other words, he has failed to notice the spring and 
fall exacerbations usually found in the history of the ordinary 
duodenal ulcer case. 

The long duration of his history—namely, thirty or thirty- 
five years—is indicative of the presence of duodenal, rather than 
gastric ulcer. The usual history of gastric ulcer is that it runs 
a variable length of time,—anywhere from one to three or four 
years,—and that it even gets well for several years, subsequently 
breaking out again. On the other hand, duodenal ulcer may be 
more or less periodically active almost indefinitely, without a 
long intermission of several years. 

The most important symptom of any case of ulcer is pain or 
distress after eating. This patient states that in the past the dis- 
tress came on at a definite time after his meal—usually two or 
three hours, and that this pain lasted until he ate his next meal. 
Such a relationship between the pain and the time of occurrence 
is very characteristic of duodenal and pyloric ulcer, but is not 
characteristic of gastric ulcer. In gastric ulcer the pain comes on 
almost as soon as the food enters the stomach and stops when the 
food has left the stomach. In duodenal ulcer the patient feels 
at his best when food is in the stomach, but in gastric ulcer feels 
worse with food in the stomach. Another important point is 
that during the past he maintained his weight very well. It is 
true that during the last eighteen months he lost 40 pounds. Up 
to the last eighteen months his weight was practically constant. 
We shall account for his loss of weight subsequently. 

The patient also complains of gas and of belching. Such com- 
plaints have little diagnostic value, because we meet with them 
in gastric ulcer, duodenal ulcer, chronic appendicitis, chronic 


cholecystitis, pericholecystitis, and periduodenitis. Since these 
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symptoms of gas and belching have little or no diagnostic value, 
it is hardly worth while to pay any attention to them. They are 
almost invariably important in the patient’s mind, and no doubt 
are very distressing, but their value as symptoms of diagnostic 
importance is minimal. Far more important is the fact that he 
has not suffered from nausea and vomiting. The classic symp- 
tomatology of duodenal ulcer does not show nausea or vomiting 
unless there should be involvement of the duodenal or of the 
regional peritoneum. It is only when duodenal ulcer attempts to 
perforate that it produces vomiting. On the other hand, vomit- 
ing in gastric ulcer is fairly common. It seems as though the 
ulcerous stomach is relieved by, the escape of its contents and 
that, therefore, it exerts its efforts in order to free itself from the 
irritation. 

In this case, also, it is a fair inference that no pyloric stenosis 
is present. If the patient had at the pylorus an ulcer which had 
undergone secondary cicatricial contraction, it would have so 
narrowed the pylorus that at the end of this long period of time 
there would have been a secondary dilatation of the stomach. 
By this time such a dilatation surely would have been associated 
with vomiting. The mere duration of the case and the absence 
of vomiting are practically proof-positive that there is no pyloric 
stenosis. 

Two other symptoms of great import appear in his history: 
the first is constipation, which for years has been a favorite source 
of complaint on his part. In all cases of ulcer—whether gastric 
or duodenal—constipation is extremely frequent. On the other 
hand, in gall-bladder infection constipation is not a symptom; 
it, therefore, has frequently a very great differential value. In 
this case we believe it indicates the presence of duodenal or 
pyloric ulcer, rather than any gall-bladder infection. 

The other characteristic symptom which this patient does not 
show is hemorrhage. About 20 per cent. of ulcers of the duo- 
denum is associated with hemorrhage at some time or another. 
So far as he knows this patient never had a black or tarry stool, 
never passed any blood, either red or. decomposed, and never 
vomited any blood. We are, therefore, forced to make our diag- 
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nosis without the support of either emesis of red blood or passage 
of melena. 

In this briefly summarized history no mention was made of the 
patient’s neurasthenic state. Out of the wealth of details which 
he recounted there can be discerned a large group of neurasthenic 
symptoms: in fact, he has been called a ‘“‘neurasthenic”’ for 
thirty or thirty-five years. He has gone from one physician to 
another, and from one sanitarium to another, and evidently has 
been hailed everywhere as a “‘neurasthenic.” Indeed, his story 
alone certainly arouses the presumption of such a diagnosis. 
Among other things, he has followed in the footsteps of many 
neurasthenics in going to one of the eastern prize-fighting camps, 
where he spent a summer two or three years ago to his great ad- 
vantage. While there he says he gained several pounds in weight 
and came away practically cured. Such a recital would lead 
almost any one to believe that an individual of this type had all 
his troubles in his head, and yet such a belief would be erroneous. 
The fact is, that vast numbers of cases have in the past been 
labeled ‘“‘gastric neuroses”? when they should have been labeled 
duodenal ulcer. Whenever you are tempted to make a diagnosis 
of “gastric neurasthenia” stop and ask yourself whether the 
patient is suffering from duodenal ulcer. There is no organic 
disease of the abdomen which resembles ‘‘neurasthenia” so 
closely as duodenal ulcer. The duodenal ulcer patient is always 
complaining. He is always belching gas, always has pain, and 
always taking bicarbonate of soda; he is always trying first this 
kind of food and then that kind; he is always constipated, and 
yet manages to maintain a fairly constant weight. The reason 
for his good weight is based on the fact that he feels better when 
food is in his stomach, so that he is tempted to eat; but this very 
good weight is the thing which, in the minds of those not in- 
structed in the symptomatology of duodenal ulcer, raises a strong 
belief that the patient is a “‘neurasthenic.” Therefore, in pre- 
senting the symptomatology of duodenal ulcer very strong empha~- 
sis should be placed upon the neurasthenic state of the patient. 

There is still a very important negative element in this pa- 
tient’s history, that is, the lack of evidence of constitutional infec- 
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tion. There is no complaint of joint disturbances, ‘muscular 
rheumatism,” headache, fever, or chills. There is no evidence 
that he ever had an infection in the gall-bladder, appendix, 
prostate, urinary bladder, urethra, or kidneys. These negative 
findings as to infection are extremely important. No case of 
chronic cholecystitis or gall-bladder infection exists which does 
not show at some period in its course the well-knqwn footprints 
of infection. In this patient’s history you will find throughout 
no trace of constitutional infection. Taking into consideration 
his history and the absence of specific signs of infection, the diag- 
nosis of duodenal ulcer seems to be correct. 

Inasmuch as the patient exhibits neurasthenic stigmata; 
inasmuch as he has been a victim of gastric disturbances for a 
period of thirty or thirty-five years; inasmuch as his periods of 
exacerbation have been of from four to six weeks’ duration— 
separated by intermissions of three or four months; inasmuch as 
he has had pain coming late after meals, lasting until the next 
meal and relieved by the ingestion of food; and inasmuch as he 
is very constipated and has shown no nausea, no vomiting, nor 
any signs of infection—upon these grounds we feel justified in 
making a diagnosis of ancient duodenal ulcer. The ulcer may be 
close to the pylorus, but from the symptomatology one would be 
justified in saying that it is not close to the pylorus, but a short 
distance from it. In this connection a general diagnostic rule 
may be stated, namely, the farther the ulcer is from the pylorus, 
the later is the onset of pain and the more prominent the symptom 
of food-relief. 

Finally, there are the laboratory findings to consider. Ex- 
amination of the Ewald test-meal showed merely the presence of 
hyperchlorhydria. Such hyperchlorhydria is characteristic of 
duodenal or gastric ulcer, but it is not imperative that hyper- 
chlorhydria should exist if the diagnosis is to be made. Very 
many cases of ulcer are encountered where hyperchlorhydria has 
not been present. There was also absence of blood in the feces 
and stomach-contents: this means nothing. It is by no means 
probable that we are examining the patient at a time when his 
ulcer is very active. At the present time, from absence of blood 
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in the feces, it is altogether probable that the ulcer is healed 
over. 

At this juncture we are able to take up an entirely new set of 
findings and symptoms. For the last eighteen months the pa- 
tient has been steadily losing weight: in all, 40 pounds. During 
the eighteen months he has consulted several physicians, but, 
curiously enough, none took the trouble to examine his abdomen 
until he consulted Dr. Murphy. The presumption is that the 
“neurasthenic” story was related and listened to, but not 
heeded. On examining his abdomen we found a very large tumor 
situated beneath the right costal margin and moving up and down 
with respiration as though it were a part of the liver. It extends 
downward almost to the iliac crest. It has no sharp edge such 
as it would have were it an enlarged liver; it is not possible to 
get the finger hooked under it from below, nor to insert the finger 
between the upper margin of the tumor and the costal margin 
and liver. From these facts alone it is quite certain that the 
tumor is not formed by an enlarged right lobe of the liver or 
an hepatic abscess. 

For the last few months the patient has been complaining of 
pain in the right iliac and right lumbar regions. It was noted 
that the pain is referred both anteriorly and posteriorly. The 
tumor can be felt well around in the side of the lumbar region: 
furthermore, its lower edge seems to be somewhat lobulated and 
round. A tumor in this locality, which is movable with respira- 
tion, distinct from the liver, situated below it, and which extends 
into the right side, raises the presumption that it involves the 
kidney by some process, malignant or cystic. 

It cannot be a tumor of the stomach because it lies too far to 
the right and too low down, unless it has been displaced by a 
dilated stomach full of retained fluid. The only tumor of the 
stomach which it could possibly be is carcinoma of the pylorus; 
but pyloric cancer the size of this tumor would have produced 
such a high degree of obstruction that by this time there would 
have been secondary dilatation and a great deal of vomiting. 
The tumor cannot be a retroperitoneal tumor of any variety, 
because it is not fixed to the posterior abdominal wall, but moves 
readily with respiration, just as the kidney does. 


534 CLINICS OF JOHN B. MURPHY 


There are two or three things which the tumor might be— 
cystic kidney, sarcoma, or hypernephroma. Hypernephromata 
are distinguished by their comparatively large size and liability 
to form metastases, but particularly by the tendency of these 
metastases to involve bones. They are further characterized 
most notably by the presence of blood in the urine. There are, 
however, numerous exceptions to all these symptoms. Hyper- 
nephromata frequently exist without causing hematuria. Fur- 
thermore, they are sometimes only semimalignant, that is, lasting 
four or five years without causing metastases, so that, so far as 
the symptomatology and physical findings in this case are con- 
cerned, the diagnosis of hypernephroma is apt to be just about as 
accurate as that of any other form of kidney lesion. 

Unfortunately, it was not possible to catheterize the ureters: 
therefore, we are unable to say previous to operation whether 
the right kidney is putting out very much urine and whether the 
left kidney is performing its function thoroughly. The Wasser- 
mann test was negative, so that there hardly seems to be a syphi- 
litic element. 

Sarcomata of the kidney are unusual at the time of life which 
this patient has reached, but occur more frequently in children 
under five years of age. Congenital polycystic disease usually 
manifests itself long before his time of life, so that this is not a 
very likely diagnosis. The most plausible diagnosis is hyper- 
nephroma of the right kidney, though conjectural because we 
cannot back it up by hematuria or by metastases. The char- 
acter of the tumor must be settled by operation, and perhaps 
even subsequent to that: possibly the microscope alone will be 
able to reveal the nature of the tumor. 

We shall, therefore, conclude with the diagnoses of duodenal 
ulcer and neoplasm of the right kidney, and incline to the opinion 
that the latter will prove to be a hypernephroma. 


OPERATION 
[Through a celiotomy-incision exploration of the upper ab- 
domen was begun. The liver was found to be normal. The 
pyloric zone of the stomach showed the typical white scar of 
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an ulcer which, upon palpation, proved to be firm and deeply 
excavated, and therefore possibly malignant: it did not occlude 
the pylorus. The mass, which was palpated in the loin at the 
time of the physical examination, proved to be a lobulated, semi- 
solid, non-adherent tumor of the right kidney, which was probably 
malignant in nature. The left kidney showed at its upper pole 
—in the adrenal zone—a firm, hard (wood-like) tumor the size 
of an English walnut: this kidney itself was small—not over 
one-third of the normal size. No further operative measures 
were taken,—the organs were not disturbed,—and, after account- 
ing for sponges and instruments, the celiotomy-incision was closed 
in the usual manner without drainage.| 


POSTOPERATIVE COMMENTS 

The history, which was typical for gastric or duodenal ulcer, 
was cleared up by finding the ulcer in the pyloric zone of the 
stomach: owing to the involvement of both kidneys by probably 
malignant neoplasms, we deemed gastrojejunostomy inadvisable. 

The findings on physical examination were corroborated by 
the presence of the neoplasm involving the right kidney: this 
organ was of such a size that while it could have been removed by 
the transperitoneal route very easily by merely pushing the colon 
inward and dividing the posterior parietal peritoneum along the 
outer, convex border of the kidney, yet to have removed it by the 
lumbar route would have been a very difficult task. Having 
determined that the right kidney was involved by a neoplasm 
we followed the rule to be observed in this class of cases by im- 
mediately palpating the left kidney. 

One of the dangers of lumbar nephrectomy is the admission 
of urine into the field during the course of the operation. By 
the anterior (transperitoneal) method, however, such leakage 
may be avoided after exposure, ligation, and division of the 
vessels, by isolating the ureter, clamping it between two forceps 
and dividing it: then the kidney may be readily rolled out from 
behind forward. By this anterior route, too, any aberrant renal 
arteries—of which there may be one or two passing more com- 
monly to the lower pole—can be not only easily detected, but 
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also just as easily dealt with. Furthermore, in operating on the 
right side the duodenum can be easily protected. Accidents 
to the duodenum with large right-sided renal tumors are not un- 
common and are always extremely serious. 

The functional renal test by the phenolphthalein method 
showed that the combined output of both kidneys was practically 
normal; but since we were unable to catheterize the ureters, we 
were equally unable to determine what proportion of the output 
each kidney of itself was contributing. 

A tissue-specimen was not removed from either kidney for 
fear of disseminating the suspected malignant neoplasm, which 
was well encapsulated: let sleeping dogs lie. I dared not remove 
either kidney because both were involved by neoplasms; and 
even if the right kidney had been the seat of polycystic disease 
alone, I dared not remove it because of the aplasic condition and 
small size of the left kidney,—aside from the presence of the neo- 
plasm in the latter organ,—and the concomitant danger of sud- 
denly burdening it with an overwhelming amount of work. 

The danger of removing a kidney is in direct proportion to 
its secreting power: thus, the removal of a practically normal 
kidney at once throws a colossal load upon the remaining kidney, 
and the operative mortality of such a procedure is about 30 per 
cent.; only a 2 per cent. mortality, on the other hand, follows 
the removal of a kidney which has undergone cystic or infection- 
degeneration to such an extent that it is functioning but 2, 5, or 
7 per cent. of the normal; while the removal of a renal pus-sac— 
one, for example, which is as large as one’s hat, and therefore 
has no functioning parenchyma left remaining—carries with it 
practically no danger at all. 

There is great danger in removing a kidney which is so slightly 
involved by disease that it retains nine-tenths of its normal 
secreting power,—such, for example, as one which contains a 
small cyst, small sarcoma, or small abscess,—for here again, 
just as in the removal of a normal kidney, the load is suddenly 
thrust upon the remaining kidney. 

It was these considerations which many years ago led Morris 
to drain all suppurative renal cases for weeks or months before 
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extirpating the diseased kidney, so that the work performed by 
the remaining functioning parenchyma could be gradually trans- 
ferred to the opposite kidney: Morris’s adoption of this plan very 
markedly lowered the mortality of nephrectomy in his own hands. 

The patient will be given therapeutic doses of x-rays and 
hypodermic injections of sodium cacodylate. 

Postscript (February 16, 1916).—It is now four months since 
the exploratory celiotomy was performed and medication insti- 
tuted. The enlargement in the right loin, which was due to the 
renal neoplasm, has become very materially diminished both in 
front and behind—especially behind. The patient’s weight re- 
mains about the same. 

The discomfort following eating still continues, but is kept 
under fair control by the use of bismuth, soda, and magnesia. 
The x-ray and sodium cacodylate treatments are to be main- 
tained. 


CASE II 


CLINICAL HISTORY OF PATIENT 

A FEMALE, fifty years of age, was admitted to Mercy Hospital 
October 19, 1915. The family and past histories are negative. 
The catamenia occurred two months ago. 

On May 20, 1915, while sitting down, the patient suddenly 
experienced an uncomfortable sensation passing down from head 
to foot, and immediately afterward felt nauseated, but did not 
vomit: the sensation lasted for about five minutes. There were 
no other symptoms. 

On May 30th pains of moderate severity and not unlike labor- 
pains appeared in the abdomen and lasted twenty-four hours, 
giving way to a dragging discomfort throughout the entire right 
side of the abdomen. 

During the past month the patient has been nauseated and 
vomited daily—as often as two or three times a day; her appetite 
is gone, and within the past four months she has lost 50 pounds 
in weight. She has not been confined to bed, and was able to 
perform housework up to within the last fortnight; since that 
time, however, she has felt very weak. 
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The following symptoms or signs are absent: fever, chills, 
headache, constipation, urinary disturbances, metrorrhagia, ten- 
derness. Since four months there has been no actual pain, but 
merely dragging discomfort in the right loin. 

Cystoscopic examination revealed no edema or congestion 
about the orifice of the right ureter. From the left ureteral orifice 
urine appears at normal intervals. The phenolphthalein test 
showed during the first hour, 0; second hour, 18; third hour, 17: 
total, 35—subnormal! 


COMMENTS 


Dr. Murpuy (October 20, 191 A There is a tumor in the 
right loin with these characters: its lower margin extends across 
the abdomen as far as the navel and presents a notch similar to 
that on the lower border of the liver; the left margin permits the 
hand to pass beneath it clearly and definitely: it is round and 
hard; the right margin is also round and hard, and presents a 
definite notch; on displacing the mass downward no apparent 
flatness appears in the midline: there is no hepatic flatness. 

The left kidney is distinctly palpable and two-thirds larger 
than normal: it is not continuous with the mass on the right side 
and therefore is not a horseshoe kidney. 

Pelvic examination is negative. 

When I operate I shall examine the left kidney first, in order 
to determine the presence of metastases or a concomitant neo- 
plasm; and if, when examining the tumor on the right side, I 
should conclude that it is a small round-cell sarcoma, but not a 
hypernephroma, I will not perform nephrectomy, for statistics 
have shown that operation does not benefit this condition, and 
that patients live just as long without the small round-cell sar- 
coma being disturbed. 

The clinical history is against the lesion being a renal tumor 
because there has been no blood in the urine at any time. We 
dislike very much to schedule a case upon the board as one for 
exploratory celiotomy, but in this case neither Dr. Mix nor myself 
could arrive at a diagnostic conclusion. 

Upon catheterizing the ureters yesterday it was found that 
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Fig. 106.—Microscopic findings in Case III. Examination of urinary sediment 
revealed: Red blood-corpuscles—moderately numerous; pus-corpuscles—abundant, 
fairly granular, some containing fat. 

Epithelia from P.R., prostate—abundant, some containing fat and many endo- 
genous new formations; D.P., ducts of prostate—numerous, some containing fat; 
S.V., seminal vesicles—few; E.D., ejaculatory duct—few; middle bladder—numer- 
ous, some containing fat and endogenous new formations; upper bladder—numer- 
ous; deep bladder—moderately numerous, some containing fat; U.E., urethra— 
moderately numerous; convoluted tubules—few; pelvis of ureter—few; connective- 
tissue shreds—few; M@.C., mucus—abundant; Z.O., zodglea—numerous; P., free fat 
—considerable; bacteria—abundant; uric acid needles and concretions—numerous. 

Diagnosis made from urinary sediment and confirmed at operation. ‘‘ Chronic 
prostatitis, seminal vesiculitis, and cystitis, due to hypertrophy of prostate. Stone: 
uric acid present, probably in bladder. Mild pyelonephritis.” (G. A. Wyeth, 
N. Y. Med. Jour., Sept. 2, ror1, Fig. 5.) 
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the flow of urine from the right kidney was diminished in amount: 
a piece of tissue brought out in the eye of the catheter was ex- 
amined and diagnosed by the pathologist as round-cell sarcoma. 

G. A. Wyeth, of New York, in a very able paper, points out 
the possibilities of determining the location of pathologic lesions 
of the genitourinary tract from study of epithelia found in urine 
(Figs. 106-108). The investigations were carried out in Israel’s 
clinic, in Berlin, and were based upon the method previously 
described by Heitzmann. Wyeth concludes in part as follows: 

‘““The cases herein described have been selected as best il- 
lustrating the results which can be obtained from careful micro- 
scopic urinalysis, since the diag- 
noses were corroborated by opera- 
tion; and others could be cited 
in which a doubtful clinical 
diagnosis was entirely cleared 
up by the microscopic findings 
in the urine. Such cases prove 
beyond doubt that, through the 
differentiation of the various 
epithelia in the urine, we have 

Fig. 107-—Hypertrophy of pros- @ reliable means of locating le- 
tate; diagnosis made from urinary sions in the genitourinary tract, 
sediment. (See Case III.) Both regardless of whether the patho- 
lateral lobes as large as plums. Mid- lovierConcicnian hence 
dle lobe cherry size. Stone size of 5 5 
cherry seed (G. A. Wyeth). ticated or not.”’ 

In many of these cases no 
aid is obtained through cellular findings in the urine, as we have 
shown by careful examinations for years. When they are found 
they may be of diagnostic value, but they have no negative 
value. 


OPERATION 


[Through a celiotomy incision there was revealed a neoplasm 
involving the right kidney, with small metastatic daughter- 
tumors proceeding upward along the vena cava as well as a 
larger mass spreading over the diaphragm. The lesion being 
inoperable, the incision was closed forthwith.] 
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POSTOPERATIVE COMMENTS 
The pathologist’s preoperative diagnosis of sarcoma of the 
kidney was correct: I must say that it did not seem possible to 


Fig. 108.—Tumor of kidney; diagnosticated from urinary sediment. (See 
Case IV.) Description of preparation taken directly from hospital records: Kid- 
ney, 15 cm. long, ro cm. broad, 6 cm. thick. Outside kidney nodular, especially 
at upper pole. These nodules evidently represent tumor nodules, and are partly 
yellow and yellowish red, and partly hemorrhagic in color. In hilus the vena 
renalis is enormously thickened, 3 to 4 cm. in diameter, filled with light yellow 
tumor thrombus. On transverse section the upper third is filled with tumor 
masses, the lowest of these pressing against the wall of kidney pelvis, narrowing 
same, but not perforating the wall. The tumor nodules show mostly a yellow or 
red striated color. In the center they are fibrous, cicatricial, and show cellular 
degeneration. The lower two thirds of cortex and medulla are markedly swollen, 
moist—details of structure indistinct—and infiltrated by many small abscesses. 
The mucosa of pelvis succulent and transparent. 

Autopsy revealed a nodule in prostate the size of small marble which was 
diagnosticated by the pathologist as adenocarcinoma. (G. A. Wyeth, N. Y. 


Med. Jour., Sept. 2, 1911, Fig. 7.) 


base an accurate diagnosis upon such a small matter as a piece 
of tissue that came out in the eye of the catheter. It is strange 
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that hematuria—which is one of the common continued signs of 
both hypernephroma and sarcoma of the kidney—was in this 
case always absent. 

The tumor was of rapid growth. Such a sarcoma is liable to 
invade the renal vessels: when this state of affairs is present, the 
removal of the kidney by the lumbar route is particularly hazard- 
ous, owing to the unavoidable tug during delivery upon vessels 
already weakened by neoplastic invasion. (The advantages of 
the anterior or transperitoneal method have been pointed out in 
the preceding case.) 

(For comments upon sarcoma of kidney, ovary, and testis, 
together with bibliography, consult vol. iv, October, tors, 
O21=2,) ek 

The patient will be given the usual palliative treatment for 
sarcoma—Coley’s serum, arsenic, and «-rays (vide vol. iv, Oc- 
tober, 1915, 951-5). 

Postscript.—The patient’s convalescence was uninterrupted. 
We have had no information from her since she returned to her 
home. 


VESICAL CALCULUS (TWO CASES)—SUPRA- 
PUBIGTIATHOLONMY 


Summary: Case I.—Clinical history of patient; comments—variation in the symp- 
tom of pain; comparison between frequency of urination in calculus and in 
prostatic hypertrophy; question of concomitant removal of prostate; synopsis 
of vesical calculus; methods of detecting stone in bladder; operation—supra- 
pubic lithotomy; postoperative comments—pneumonia as a postoperative 
complication. 

Case II.—Clinical history of patient; comments—importance of early de- 
tection and removal of calculus; litholapaxy vs. lithotomy; operation—supra- 
pubic lithotomy. ; 

CLINICAL HISTORY OF PATIENT 

A MALE, seventy-four years of age, was admitted to Mercy 
Hospital February 13, 1916. The family and past histories are 
negative. 

In the fall of 1909 the patient noticed that he had to urinate 
about every hour and a half during the daytime: the urine did 
not flow at once, but was delayed about fifteen seconds; after 
the bladder was emptied the flow stopped short, and did not 
dribble. ‘There was neither dysuria nor hematuria, and the urine 
appeared normal. During the night the patient urinated three 
times, and just as often during the day. In the spring of 19g10— 
when the weather was warmer—he had to urinate only every 
three hours, and during the night but once or twice. At this 
time the urine was apparently normal. The act of micturition 
was the same as before, but the patient thought that the stream 
flowed somewhat more slowly than usual. 

In the winter of rg1z urination increased in frequency, and 
there was difficulty in starting the flow. 

In the summer of torr the frequency decreased, but the 
stream flowed with less force. 

In the spring of 1912 the patient noticed that the urine was 
red in color: the next day it was darker; the day after that, 
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lighter; and on the fourth day the unusual dark color disappeared. 
There was no dysuria. 

In the fall of r91r2 urination again increased in frequency, 
and dysuria appeared for the first time: the pain was mild in 
character, and was present when the patient forced the urine to 
flow; when the stream started, the pain disappeared. 


s 


aX 


Fig. 109.—Colossal stone in bladder. 


From the fall of 1912 to December 20, 1915, urination grad- 
ually increased in frequency, and the pain somewhat in severity. 
On December 20, 1915, while the patient was ill with in- 
fluenza, he noticed that the urine did not flow as rapidly as it 
should, and that it was very cloudy. A physician passed a 


a 
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catheter and two days later a sound, and stated that no stone was 
present, but that the prostate gland was enlarged and ought to 
be removed. The case was referred to me as one of enlarged 
prostate gland, but the clinical course of the case did not cor- 
respond with that diagnosis. 

Rectal examination revealed mild enlargement of the prostate, 
but no nodules suggestive of malignancy were palpated. Skia- 
gram revealed a stone the size of a goose’s egg in the bladder 
(Fig. 109), notwithstanding none was detected when the patient 
was sounded by his attending physician some weeks previously. 


COMMENTS 

Dr. Murpuy (February 14, 1916): The history of the pa- 
tient’s malady extends over the course of the last seven years. 
A symptom which is at variance with the usual finding in cases 
of vesical calculus is the time of appearance of the pain: in his 
case the pain precedes urination, occurring during his effort to 
get the flow started; there is little or no pain after the bladder 
has emptied itself. This symptom is misleading, and there is a 
definite reason why it is at variance with the time of onset of 
pain in the usual case of vesical calculus—the bladder contains 
a smooth stone the size of a goose’s egg, against which it cannot 
contract with enough force to traumatize the sensitive trigone, 
upon which the usual small stone is stranded in the ordinary case. 

In most cases of vesical calculus the frequency of urination is 
increased in the daytime and diminished at night—just the re- 
verse of prostatic hypertrophy, in which there is increased fre- 
quency at night, but little or no increase during the day. 

The prostate gland is not unduly enlarged: the question 
arises whether or not we should remove the prostate when we 
remove the stone; prostatectomy in a patient seventy-four years 
of age is an operation of considerable magnitude. It is my in- 
tention, therefore, not to remove the gland unless the intravesical 
examination shows it to be seriously enlarged: it is much better 
surgical judgment to free him from the irritation of the stone at 
the present time and postpone the removal of the prostate, than 


to perform both operations at one sitting. The number of opera- 
VOL. V—35 
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tions is an insignificant matter when the patient’s safety is en- 


hanced thereby. 

Cabot’s statistics of lithotomy, as shown in the table, seem 
unduly high as regards mortality, especially when the mortality 
of the severer operation—prostatectomy—is bute. petacenin, 


approximately. t 


SYNOPSIS OF STONE IN URINARY BLADDER 


PHYSICAL AND CHEMICAL CHARACTERISTICS 
1. Uric acid. 
2. Oxalic acid. 
3. Phosphoric acid. 
Albuminoid nucleus. 
Law of crystallization (Rainey). 
Molecular coalescence (concentric). 
Conformation—facets. 
Etiology: 
Constitutional. 
Local. 
Symptoms: 
Sudden stoppage of stream. 
Pain—time, etc.; effect of residual urine. 


Reflex pain. 
Hematuria. 
Sounding; details; causes of error. 
Cystoscope. 
Skiagram. 
Treatment and mortality: 
SUPRAPUBIC 
LiTHOTOMY LiTHOLAPAXY LaTERAL LirHotomy 
Children under 14... 10 per cent. 1.66 per cent. 55 per cent. 
NGHILES 2 21tO}5 Ousenaere Tine ce tc eos HOSE «3G ny 
Oldimensse ae ceee id WOE ey 6 mel ge Aoy, Se" OE 
(Cabot.) 


Complications: Enlarged prostate; infection; foreign body; cancer. 

Recurrence: Recurrence of vesical calculi, like recurrence of renal calculi, is much 
commoner than is generally believed. 

Fistule. 


In establishing the diagnosis of stone in the bladder we no 
longer employ the sound or the catheter, lest urethral fever should 
by some chance arise: the substitute for the time-honored stone- 
sound is the x-ray; while in children a stone may frequently be 
detected by bimanual palpation. 
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OPERATION 


[A sound was introduced into the bladder and struck the stone 
with an audible click. A suprapubic incision was made through 
the linea alba, and the pubic heads of the recti muscles were de- 
tached and reflected outward. A finger introduced into the space 
of Retzius palpated the sound through the bladder-wall. The 
peritoneum was reflected upward, unopened. Two anchor su- 
tures were inserted into the bladder, and the organ was opened 
between them, the scalpel coming directly down upon the sound. 
After the urine had flowed out the cavity of the bladder was in- 
spected and a stone detected which measured 3 by 2% inches 
(Fig. 109). The stone was broken and taken out in fragments, 
thus rendering a large bladder incision unnecessary. Inspection 
of the mucosa revealed chronic cystitis with brie, but no frank 
infection. The middle lobe of the prostate gland was not en- 
larged, and there was no evidence of prostatic obstruction or of 
carcinoma of the prostate or bladder. After accounting for 
sponges and instruments the incision in the bladder was closed 
by passing sutures down to the mucosa, but not throughit. The 
anchor stitches were removed, and a drainage-tube was inserted 
into the bladder. The heads of the recti were restored to the 
pubic bones, and the laparotomy incision was closed in the usual 
manner, room for the drainage-outlet being provided for.] 


POSTOPERATIVE COMMENTS 


In operating upon a patient of such advanced age at this sea- 
son of the year there is danger of postoperative pneumonia: this 
winter, however, has been an exceptionally mild one, so that 
better hospital ventilation prevailed, and we did not have a single 
serious case of pneumonia up to date, nor a single death from that 
disease, so far as I know, which is a very unusual state of affairs. 

Postscript (March 6, 1916).—It is now three weeks since the 
operation was performed. On March 2d the patient began pass- 
ing urine per urethram, and has so passed some of it daily since. 
He is in good condition and gets about in an invalid’s chair. 
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CASE II 
CLINICAL HISTORY OF PATIENT 


A MALE, ten years of age, was admitted to Mercy Hospital 
April 7, 1915. The family and past histories are negative. 

In June, 1913,—nearly two years ago,—the patient noticed 
for the first time an aching discomfort just above the pubes, and 
increase in the frequency of micturition—six or eight times during 
the day and two or three times at night. As time went on both 
these symptoms became aggravated—the aching discomfort more 
constant, and the frequency more marked. 

At present micturition takes place about thirty times a day 
and ten at night, the quantity voided’ each time being about two 
fluidounces: each act is followed by burning discomfort, and 
often by a sharp pain, which is referred along the urethra to the 
bladder. At times, according to the boy’s statement, a small 
quantity of blood and pus is passed. There was no definite his- 
tory of sudden stoppage of urine. 

The patient has lost no weight; his appetite is good. There 
is no history of vomiting. The bowels move daily. 

Skiagram at our office reveals a stone in the bladder. 


COMMENTS 


Dr. Murpny (April ro, 1915): It is hard to believe that, 
with such a cleancut history which is typical for stone in the 
bladder, this patient was neglected for nearly two years and 
treated merely for “enuresis.” Because of the chronicity of the 
lesion and the constant irritation by the stone the bladder has 
become congested and infected, as shown by the presence of pus 
in the urine and sometimes blood, and it may continue in a state 
of irritability for several years after operation. By employing 
modern methods of examination there is but little excuse for 
overlooking a vesical calculus,—even in children,—for, if a stone 
cannot be felt by the sound and by bimanual palpation, it will 
certainly be revealed by a skiagram: in the young child the blad- 
der is practically an abdominal organ, thus facilitating detection 
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of a stone by the former method, while a stone in the young 
bladder is clearly revealed in the skiagram. 

Shall we remove the stone by litholapaxy or lithotomy? A 
certain degree of risk attends the prolonged manipulations 
which are necessary in the crushing operation: we therefore pre- 
fer lithotomy, and advocate the suprapubic route. Until recent 
years lateral perineal lithotomy was the method of choice, but 
now we believe that approach to the bladder by this route entails 
an undue amount of unnecessary trauma, both to the perineal 
structures and to the important vesical sphincter. The supra- 
pubic method, on the other hand, does not injure the bladder at 
a vulnerable point. 

OPERATION 


[By the same technic employed in the preceding case a single, 
smooth, non-faceted calculus was exposed, loosened from the 
mucosa in which it was imbedded, and removed. The bladder 
was carefully inspected to see that no additional calculi remained, 
and then closed as in the preceding case. ] 

Postscript.—There was rapid closure of the fistula, and the 
case progressed to recovery uneventfully. 

[V. B. In conjunction with the abdominal cases published 
in this number the reader is referred to the report of 71 selected 
interesting cases,—mostly abdominal,—together with copious 
statistics, from the clinic of Dr. John B. Deaver at the German 
Hospital, Philadelphia (International Clinics, vol. iii, 23d series, 
158-248).] 
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science), the Twentieth Century (the beginning of organized preventive medicine). 
You get allthe important facts in medical history ; a dzographic dictionary of the 
makers of medical history, arranged alphabetically ; analbum of medical portraits ,; 
a complete medical chronology (data on diseases, drugs, operations, etc.); a brief 
survey of the soczal and cultural phases of each period. 
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A NEW CLINICAL PUBLICATION 


Medical Clinics of Chicago 


Issued serially, one octavo of 200 pages, illustrated, every other 
month. Sold only by the Clinic Year (July, 1915—May, 1916), six 
numbers: $8.00 net; in Cloth, $12.00 net. 


EXCLUSIVELY INTERNAL MEDICINE 


These bi-monthly publications are devoted exclusively to CZmzcal Internal 
Medicine in all its departments—Diseases of Children, Contagious Diseases, Neu- 
rology, Dermatology, General Constitutional and Functional Disorders, A-Ray 
Therapy, etc., etc. They give you the bedside and amphitheater teachings of 
such leading Chicago internists as Mix, Tivnen, Tice, Hamburger, Pusey, William- 
son, Abt, Preble, Goodkind, Hamill, representing such large hospitals as Mercy, 
Cook County, St. Luke’s, Michael Reese, and Sarah Morris Memorial for Children, 
with their wealth and diversity of clinical material. These clinics are stenograph- 
ically reported by a corps of competent medical stenographers, and thoroughly 
edited by the clinical teachers themselves. 


The widest variety of cases is included, bringing out forcibly every feature of 
history-taking, diagnosis, treatment, and general management. The cases are 
illustrated with +x-ray pictures, photographs, pulse-tracings, and temperature 
charts ; the technic of all laboratory tests is given in detail, and every aid that 
can serve to make the diagnosis and treatment of the cases thoroughly clear to 
the general practitioner is emphasized. These publications are clinical im the 
strictest sense—they are an exposition of diagnosis and treatment as actually prac- 
ticed at the bedside and in the amphitheater. 


Goepp’s State Board Questions Third Edition 


STATE BOARD QUESTIONS AND ANSWERS. By R. Max Goepp, M.D., 
Professor of Clinical Medicine, Philadelphia Polyclinic. Octavo of 715 
pages. Cloth, $4.00 net ; Half Morocco, $5.50 net. 


“Nothing has been printed which is so admirably adapted as a guide and self-quiz for 
these intending to take State Board Examinations.""—Pennsylvania Medical Journal. 


DIAGNOSIS AND TREATMENT 3 


Cabot’s Works on Diagnosis 


Differential Diagnosis. Presented through an Analysis of Cases. 
By Ricuarp C. Casor, M. D., Assistant Professor of Clinical Medi- 
cine, Harvard Medical School, Boston. Each volume an octavo of 
about 750 pages, illustrated. Per volume: Cloth, $5.50 net. 


Dr. Cabot’s work takes up diagnosis from the point of view of the presenting 
symptom—the symptom in any disease which holds the foreground in the clinical 
picture : the principal complaint. It groups diseases under these symptoms, and 
points the way to proper reasoning in coming to a correct diagnosis. It works 
backward from each leading symptom to the actual organic cause of the symptom. 
This the author does by means of case-teaching. 


The symptom-groups considered in Volume I [New (3d) Edition] are: Headache, gen- 
eral abdominal pain, epigastric pain, right hypochondriac pain, left hypochondriac pain, right 
iliac pain, left iliac pain, axillary pain, pain in arms, pain in legs and feet, fevers, chills, 
coma, convulsions, weakness, cough, vomiting, hematuria, dyspnea, jaundice, and nervous- 
ness—2I symptoms and 385 cases. 


Volume II (Just Out): Abdominal and other tumors, vertigo, diarrhea, dyspepsia, 
hematemesis, enlarged glands, blood in stools, swelling of face, hemoptysis, edema of legs, 
frequent micturition and polyuria, fainting, hoarseness, pallor, swelling of arm, delirium, pal- 
pitation and arhythmia, tremor, ascites and abdominal enlargement—a total of 19 symptoms 
and 317 instructive cases. 


Morrow’s Diagnostic and 
Therapeutic Technic 


Diagnostic and Therapeutic Technic. By Atrperr S. Morrow, 
M. D., Clinical Professor of Surgery, New York Polyclinic. Octavo 
of 834 pages, with 860 original line drawings. Cloth, $5.00 net. 


NEW (2d) EDITION 


Dr. Morrow’s new work is decidedly a work for you—the physician engaged 
m general practice. It is a work you need because it tells you just how to perform 
those procedures required of you every day, and it tells you and shows you by 
clear, zew line-drawings, in a way never before approached, It is not a book on 
drug therapy ; it deals alone with physical or mechanical diagnostic and thera- 
peutic measures. The information it gives is such as you need to know every 
day—transfusion and infusion, hypodermic medication, Bier’s hyperemia, explora- 
tory punctures, aspirations, anesthesia, etc. Then follow descriptions of those 
measures employed in the diagnosis and treatment of diseases of special regions or 
organs: proctoclysis, cystoscopy, etc. 


Journal American Medical Association 
“The procedures described are those which practitioners may at some time be called 
on to perform.” 
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Musser and Kelly on 
Treatment 


A Handbook of Practical Treatment. By 82 eminent specialists. 
Edited by Joun H. Musser, M. D., and A. O. J. Kerry, M. D., Univer- 
sity of Pennsylvania. Three octavos of 950 pages each, illustrated. 
Per volume: Cloth, $6.00 net; Half Morocco, $7.50 net. Sudscrip- 
tion. 

IN THREE VOLUMES 
A PRACTICE FOR QUICK REFERENCE AND DAILY USE 


Every chapter in this work was written by a specialist of unquestioned authority. 
Not only is drug therapy given but also, dietotherapy, serumtherapy, organo- 
therapy, rest-cure, exercise and massage, hydrotherapy, climatology, electro- 
therapy, x-ray, and radial activity are fully, clearly, and definitely discussed. 


{hose measures partaking of a surgical nature have been presented by swvgeons. 


The Medical Record 


‘The most modern and advanced views are presented. Itis difficult to pick out any one 
topic that deserves special commendation, all parts fully covering their particular field, and 
written with that fulness of detail demanded by the every-day needs of the practitioner.” 


Thomson’s Clinical Medicine 


Clinical Medicine. By WiLitiam Hanna Tuomson, M. D., LL. D., 
formerly Professor of the Practice of Medicine and of Diseases of the 
Nervous System, New York University Medical College. Octavo of 
675 pages. Cloth, $5.00 net; Half Morocco, $6.50 net. 


TWO PRINTINGS IN FOUR MONTHS 


This. new work represents over a half century of active practice and teach- 
mg. It deals with dedside medicine—the application of medical knowledge for 
the relief of the sick. First the meaning of common and important symptoms is 
stated definitely ; then follows a chapter on the use of remedies and a classifi- 
cation of them ; next the section on infections, and last a section on diseases of par- 
ticular organs and tissues. It is medical knowledge afA/ed—from cover to cover. 
An important chapter is that on the mechanism of surface chill and ‘‘ catching 
cold,’’ going very clearly into the etiologic factors, and outlining the treatment. 
The chapter on remedies takes up non-medicinal and medicinal remedies and 
vaccine and serum therapy. \n the chapter on the ductless glands the subject of 
internal secretions is very clearly presented, giving you the latest advances. The 
infectious diseases are taken up in Part II, while Part III deals with diseases of 
special organs or tissues, every disease being fully presented from the chnzca/ 
side. ‘Treatment, naturally, is very full. 
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Ward’s Bedside Hematology 


Bedside Hematology. By Gorpon R. Warp, M.D., Fellow of the 
Royal Society of Medicine, London, England. Octavo of 394 pages, 


illustrated. Cloth, $3.50 net. 
INCLUDING VACCINES AND SERUMS 


Dr. Ward’s work gives you the exact technic for obtaining the blood for ex- 
amination, the making of smears, the blood-count, finding coagulation time, etc. 
Then it takes up each disease, giving you the synonyms, definition, nature, gen- 
eral pathology, etiology, bearings of age and sex, the onset, symptomatology (dis- 
cussing each symptom 72 defaz/), course of the disease, clinical varieties, compli- 
cations, diagnosis, and treatment (drug, diet, rest, vaccines and serums, etc.). 


Faught’s Blood-Pressure 


Blood-Pressure from the Clinical Standpoint. By Francis A. 
Faueut, M. D., Instructor in Medicine, Medico-Chirurgical College of 
Philadelphia. Octavo of 281 pages, illustrated. Cloth, $3.00 net. 


THREE PRINTINGS IN SIX MONTHS 


Dr. Faught’s book is designed for practical help a¢ the bedside. Besides the 
actual technic of using the sphygmomanometer in diagnosing disease, Dr. Faught 
has included a brief general discussion of the process of circulation. The practical 
application of sphygmomanometric findings within recent years make it imperative 
for every medical man to have close at hand an up-to-date work on this subject. 


Smith’s What to Eat and Why 


What to Eat and Why. By G. Carrotit Situ, M.D., Boston. 
12mo of 377 pages. Cloth, $2.50 net. 


JUST OUT—NEW (2d) EDITION 


With this book you no longer need send your patients to a specialist to be 
dieted—you will be able to prescribe the suitable diet yourself just as you do 
other forms of therapy. Dr. Smith gives the ‘‘why’’ of each statement he 
makes. It is this knowing why which gives youconfidence in the book, which 
makes you feel that Dr. Smith £zows. 


Pennsylvania Medical Journal 


“All through this book Dr. Smith has added to his dietetic hints a great many valuable ones 
of a general nature, which will appeal to the general practitioner.” 
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Kolmer’s Specific Therapy 


Infection, Immunity, and Specific Therapy. By Joun A. KoLmer, 
M. D., Dr. P. H., Instructor in Experimental Pathology, University of 
Pennsylvania. Octavo of 900 pages, with 143 original illustrations, 43 
in colors, drawn by Erwin F. Faber. Cloth, $6.00 net; Half Morocco, 


$7.50 net. 
ORIGINAL ILLUSTRATIONS 


Dr. Kolmer’s book gives you a full account of infection and immunity, and 
the application of this knowledge in the specific diagnosis, prevention, and treat- 
ment of disease. The section devoted to zmmunologic technic gives you every de- 
tail, from the care of the centrifuge and making a simple pipet to the actual pro- 
duction of serums and vaccines. Under sfecific therapy you get methods of 
making autogenous vaccines and their actua/ use in diagnosis and treatment. The 
directions for injecting vaccines, serums, salvarsan, etc.—with the exact dosage— 
are here given so clearly that you will be able to use these means of treatment in 
your daily practice. You also get full directions for making the c/nmzcal diagnostic 
reactions—the various tuberculin tests, luetin, mallein, and similar reactions, al] illus- 
trated with colored plates. The final section is devoted to /aboratory experiments. 


Anders & Boston’s Medical Diagnosis 


A Text-Book of Medical Diagnosis. By James M. Anpers, M.D., 
Pu. D., LL.D., Professor of the Theory and Practice of .Medicine and 
of Clinical Medicine, and L. Narporzon Boston, M. D., Professor of 
Physical Diagnosis, Medico-Chirurgical College, Philadelphia. Octavo 


of 1248 pages, with 466 illustrations,a number in colors. Cloth, $6.00 
net; Half Morocco, $7.50 net. , 


NEW (2d) EDITION 


This new edition is designed expressly for the general practitioner. The 
methods given are practical and especially adapted for quick reference. The 
diagnostic methods are presented in a forceful, definite way by men who have 
had wide experience at the bedside and in the clinical laboratory. 


The Medical Record 


“The association in its authorship of a celebrated clinician and a well-known laboratory 
worker is most fortunate. It must long occupy a pre-eminent position.”’ 
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Anders’ 
Practice of Medicine 


A Text-Book of the Practice of Medicine. By James M. ANnpDeErs, 
M.D., Pu. D., LL. D., Professor of the Practice of Medicine and of 
Clinical Medicine, Medico-Chirurgical College, Philadelphia. Hand- 
some octavo, 1336 pages, fully illustrated. Cloth, $5.50 net; Half 
Morocco, $7.00 net. 


JUST OUT—THE NEW (12th) EDITION 


The success of this work is no doubt due to the extensive consideration given 
to Diagnosis and Treatment, under Differential Diagnosis the points of distinction 
of simulating diseases being presented in tabular form. In this new edition 
Dr. Anders has included all the most important advances in medicine, keeping 
the book within bounds by a judicious elimination of obsolete matter. A great 
many articles have also been rewritten. 


Wm. E. Quine, M.D., 
Professor of Medicine and Clinical Medicine, College of Physicians and Surgeons, Chicago. 


“*T consider Anders’ Practice one of the best single-volume works before the profession at 
this time, and one of the best text-books for medical students.” 


DaCosta’s Physical Diagnosis 


Physical Diagnosis. By Joun C. DaCosta, Jr., M. D., Associate 
Professor of Medicine, Jefferson Medical College, Philadelphia. Octavo 
of 557 pages, with 225 original illustrations. Cloth, $3.50 net. 


NEW (2d) EDITION 


Dr. DaCosta’s work is a thoroughly new and original one. Every method 
given has been carefully tested and proved of value by the author himself. 
Normal physical signs are explained in detail in order to aid the diagnostician in 
determining the abnormal. Both direct and differential diagnosis are emphasized. 
The cardinal methods of examination are supplemented by full descriptions of 
technic and the clinical utility of certain instrumental means of research. 


Dr. Henry L. Elsner, Professor of Medicine at Syracuse University. 


“I have reviewed this book, and am thoroughly convinced that it is one of the best ever 
written on this subject. In every way I find it a superior production.” 
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Sahli’s Diagnostic Methods 


A Treatise on Diagnostic Methods of Examination. By Pror. 
Dr. H. Saunt, of Bern. Edited, with additions, by Natu’L BowbDITcH 
Porter, M. D., Assistant Professor of Clinical Medicine, Columbia Uni- 
versity (College of Physicians and Surgeons), New York. Octavo of 
1229 pages, illustrated. Cloth, $6.50 net ; Half Morocco, $8.00 net. 


_¥ 


THE NEW (2d) EDITION, ENLARGED AND RESET 


Dr. Sahli’s great work is a practical diagnosis, written and edited by practical 
clinicians. So thorough has been the revision for this edition that it was found 
necessary practically to reset the entire work. Every line has received careful 
scrutiny, adding new matter, eliminating the old. 


Lewellys F. Barker, M. D. x 

Professor of the Principles and Practice of Medicine, Johns Hopkins University 

“‘T am delighted with it, and it will be a pleasure to recommend it to our students in the 
Jobns Hopkins Medical School.” 


Friedenwald and Ruhrah on Diet 


Diet in Health and Disease. By JuLtus FRIEDENWALD, M.D., 
Professor of Diseases of the Stomach, and Joun Ruwrau, M. D., Pro- 
fessor of Diseases of Children, College of Physicians and Surgeons, 


Baltimore. Octavo of 857 pages. Cloth, $4.00 net. 


THE NEW (4th) EDITION 


This new edition has been carefully revised, making it stiil more useful than the two 
editions previously exhausted. The articles on milk and alcohol have been rewritten, additions 
made to those on tuberculosis, the salt-free diet, and rectal feeding, and several tables added, 
including Winton’s, showing the composition of diabetic foods. 

George Dock, M. D. 
Professor of Theory and Practice and of Clinical Medicine, Tulane University. 


“Tt seems to me that you have prepared the most valuable work of the kind now available. 
I am especially glad to see the long list of analyses of different kinds of foods.” 


Carter’s Diet Lists 


Dier Lists OF THE PRESBYTERIAN HospiraL or NEw York City. 
Compiled, with notes, by Hrerpert S. Carrer, M.D. 12mo of 129 
pages. Cloth, $1.00 net. 


Here Dr. Carter has compiled all the diet lists for the various diseases and for conva® 
lescence as prescribed at the Presbyterian Hospital. Recipes are also included. 
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Kemp on Stomach, 
Intestines, and Pancreas 


Diseases of the Stomach, Intestines, and Pancreas. By ROBERT 
CoLEMAN Kemp, M.D., Professor of Gastro-intestinal Diseases at the 
New York School of Clinical Medicine. Octavo of 1021 pages, with 
388 illustrations. Cloth, $6.50 net; Half Merocco, $8.00 net. 


NEW (2d) EDITION 


The new edition of Dr. Kemp’s successful work appears after a most search- 
ing revision. Several new subjects have been introduced, notably chapters on 
Colon Bacillus Infection and on Diseases of the Pancreas, the latter article being 
really an exhaustive monograph, covering over one hundred pages. The section 
on Duodenal Ulcer has been entirely rewritten. Visceral Displacements are given 
special consideration, in every case giving definite indications for surgical inter- 
vention when deemed advisable: There are also important chapters on the //es- 
tinal Complications of Typhoid Fever and on Diverticulitis, 

The Therapeutic Gazette 


“The therapeutic advice which is given is excellent. Methods of physical and clinical 
examination are adequately and correctly described.” 


Gant on Diarrheas 


Diarrheal, Inflammatory, Obstructive, and Parasitic Diseases of 
the Gastro-intestinal Tract. By SamureL G. Gant, M. D., LL.D., 
Professor of Diseases of Sigmoid Flexure, Colon, Rectum, and Anus, 
New York Post-graduate Medical School and Hospital. Octavo of 604 
pages, 181 illustrations. Cloth, $6.00 net; Half Morocco, $7.50 net. 


JUST OUT 


This new work is particularly full on the two practical phases of the subject— 
diagnosis and treatment. For instance: While the essential diagnostic points are 
given under each disease, a fuller description of diagnostic methods is given in a 
special chapter. The differential diagnosis of diarrheas of local and those of sys- 
temic disturbances is strongly brought out. There is a special chapter on zer- 
vous diarrheas and those originating from gastvogenic and enterogenic dyspepsias. 
You get methods of simultaneously controlling associated constipation and diar- 
rhea. You geta complete formulary. ‘The limitations of drugs are pointed out, 
and the indications and ¢echnic of all surgical procedures given. 


Gant on Constipation and Obstruction 


This work is medical, non-medical (mechanical), and surgicai, the latter really 
being a complete work on rectocolonic surgery. 


Octavo of 575 pages, with 250 illustrations. By SAMUEL G. GANT, M.D. Cloth, $6.00 net. 
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NOTHNAGEL’S PRACTICE 


Edited by ALFRED STENGEL, M. D. 


Typhoid and Typhus Fevers 
By Dr. H. CurscHMann. Edited, with additions, by WILLIAM OSLER, M. D., 
F. R. C. P., Oxford, England. Octavo of 646 pages, illustrated. 


Smallpox, Varicella, Cholera, Erysipelas, Pertussis, Hay Fever 
By Dr. H. IMMERMANN, -DR. TH. VON JURGENSEN, Dr. C. LIEBERMEISTER, 
Dr. H. LENHARTZ, and Dr. G. STICKER. Edited, with additions, by SIR 
J. W. Moore, M. D., F. R. C. P. I., Ireland. Octavo of 682 pages, illustrated. 


Diphtheria, Measles, Scarlet Fever, and Rotheln 


By WitutaMm P. Norturup, M. D., and Dr. TH. VON JURGENSEN. Edited, 
with additions, by WitL1AM P. NortHrup, M. D., New York. Octavo of 
672 pages, illustrated. 


Bronchi, Pleura, and Inflammations of the Lungs 
By Dr. F. A. HorrmMann, Dr. O: RosENBACH, and Dr. F. AUFRECHT. 
Edited, with additions, by Joon H. Musser, M. D. Octavo of 1029 pages. 


Pancreas, Suprarenals, and Liver 
By Dr. L. OsEr, Dr. E. NeEusserR, and Drs. H. QUINCKE and G. HOPPE- 
SEYLER. Edited, with additions, by REGINALD H. Firz, M. D., Boston; 
and FRED. A. PACKARD, M. D., Phila. Octavo of 918 pages, illustrated. 


Diseases of the Stomach 
By Dr. F. RIEGEL, of Giessen. Edited, with additions, by CHARLES G. 
Stockton, M. D., Buffalo. Octavo of 835 pages. 


Diseases of the Intestines and Peritoneum Second Edition 
By Dr. HERMANN NOTHNAGEL. Edited, with additions, by H. D. ROLLEs- 
Ton, M. D., F. R. C. P., London. Octavo of 1100 pages, illustrated. 


Tuberculosis and Acute General Miliary Tuberculosis 
By Dr. G. Corner. Edited, with additions, by WALTER B, James, M.D., 
New York. Octavo of 806 pages. 


Diseases of the Blood 
By Dr. P. EnR LICH, DR. A. Lazarus, Dr. K. VON NOORDEN, and Dr. 
FELIX Pinkus. Edited, with additions, by ALFRED STENGEL, M. D., Phila- 
delphia. Octavo of 714 pages, illustrated. 


Malarial Diseases, Influenza, and Dengue 


By Dr. J. MANNABERG and Dr. O. LEICHTENSTERN. Edited, with additions, 
by RONALD Ross, F. R. C.:'S,; J. W. W. STEPHENS, M. D.; and ALBERT 
S. GRUNBAUM, F. R. C. P., Liverpool. Octavo of 769 pages, illustrated. 


Kidneys, Spleen, and Hemorrhagic Diatheses 
By Dr. H. SENATOR and Dr. M. Lirren. Edited, with additions, by JAMES 
B. Herrick, M. D., Chicago. Octavo of 815 pages, illustrated. 


Diseases of the Heart 


By Pror. Dr. TH. VON JURGENSEN, ProF. Dr. L. KREHL, and Pror. Dr. 
L. VON SCHROTTER. Edited by GEorGE Dock, M. D., New Orleans.. Octavo 
of 848 pages, illustrated. 


SOLD SEPARATELY—PER VOLUME: CLOTH, $5.00 NET; HALF MOROCCO, $6.00 NET 


THERAPEUTICS AND EXERCISE II 


Bastedo’s Materia Medica 


Pharmacology, Therapeutics, Prescription Writing 

Materia Medica, Pharmacology, Therapeutics, and Prescription 
Writing. By W. A. Bastepo, Pu. D., M. D., Associate in Pharma- 
cology and Therapeutics at Columbia University, New York. Octavo 
of 602 pages, illustrated. Cloth, $3.50 net. 


THREE PRINTINGS IN SIX MONTHS 


Dr. Bastedo’s discussion of his subject is very complete. As an illustration, 
take the pharmacologic action of the drug. It gives you the antiseptic action, the 
local action on the skin, mucous membranes, and the alimentary tract ; where the 
drug is obsorbed, if atall—and how rapidly. It gives you the systemic action on the 
circulatory organs, respiratory organs, nervous system, and sense organs. It tells 
you how the drug is changed in the body. It gives you the route ot elimination 
and in what form. It gives you the action on the kidneys, bladder, urethra, skin, 
bowels, lungs, and mammary glands during elimination. It gives you the after- 
effects. It gives you the unexpected—the unusual—effects. It gives you the 
tolerance—habit formation. Could any discussion be more complete, more 
thorough ? 


Boston Medical and Surgical Journal 

“Tts aim throughout is therapeutic and practical, rather than theoretic and pharmacologic. 
The text is illustrated with sixty well-chosen plates and cuts. It should prove a useful con- 
tribution to the text-book literature on these subjects.” 


McKenzie on Exercise in 
Education and Medicine 


Exercise in Education and Medicine. By R. Tarr McKewnzig, B. A, 
M. D., Professor of Physical Education and Director of the Department, 
University of Pennsylvania. Octavo of 585 pages, with 478 original 
illustrations. Cloth, $4.00 net. 


D. A. Sargeant, M. D., Director of Hemenway Gymnasium, Harvard University. 


“Tt cannot fail to be helpful to practitioners in medicine. The classification of athletic 
games and exercises in tabular form for different ages, sexes, and occupations is the work of an 
expert. It should be in the hands of every physical educator and medical practitioner.” 


Bonney’s Tuberculosis Second Edition 


TUBERCULOSIS. By SHERMAN G. Bonney, M. D., Professor of Medi- 
cine, Denver and Gross College of Medicine. Octavo of 955 pages, with 
243 illustrations. Cloth, $7.00 net; Half Morocco, $8.50 net. 


Maryland Medical Journal 


“Dr. Bonney’s book is one of the best and most exact works on tuberculosis, in all its 
aspects, that has yet been published.” 
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Stevens’ Therapeutics New (5th) Edition 


A Text-Book or MoperRN MATERIA MEDICA AND ‘THERAPEUTICS. 
By A. A. Stevens, A. M., M. D., Lecturer on Physical Diagnosis in 
the University of Pennsylvania. Octavo of 675 pages. Cloth, $3.50 net. 


Dr. Stevens’ Therapeutics is one of the most successful works on the 
subject ever published. In this new edition the work has undergone a 
very thorough revision, and now represents the very latest advances. 


The Medical Record, New York 


“ Among the numerous treatises on this most important branch of medical practice, 
this by Dr. Stevens has ranked with the best.” ‘ 


Butler’s Materia Medica New (6th) Edition 


A Text-Book or Materia Mepica, THERAPEUTICS, AND PHARMA- 
coLocy. By Gerorce F. BuTrier, Pu. G., M. D., Professor and Head 
of the Department of Therapeutics and Professor of Preventive and 
Clinical Medicine, Chicago College of Medicine and Surgery, Medical 
Department Valpariso University. Octavo of 702 pages, illustrated. 
Cloth, $4.00 net; Half Morocco, $5.50 net. 


For this sixth edition Dr. Butler has entirely remodeled his work, a great 
part having been rewritten. All obsolete matter has been eliminated, and 
special attention has been given to the toxicologic and therapeutic effects 
of the newer compounds. 


Medical Record, New York 


“Nothing has been omitted by the author which, in his judgment, would add to the 
completeness of the text.” 


Sollmann’s Pharmacology New (2d) Edition 


A TExtT-Book oF PHARMACOLOGY. By ToRALD SoL_tmann, M. D., 
Professor of Pharmacology and Materia Medica, Western Reserve Uni- 
versity. Octavo of 1070 pages, illustrated. Cloth, $4.00 net. 


The author bases the study of therapeutics on systematic knowledge of 
the nature and properties of drugs, and thus brings out forcibly the intimate 
relation between pharmacology and practical medicine. 


Slade’s Physical Examination and Diagnostic Anatomy 


PHysIcAL EXAMINATION AND D1iaGNnostTic ANATOMY. By CHARLEs B. 
SLADE, M. D., Chief of Clinic in General Medicine, University and 
Bellevue Hospital Medical College. Cloth, $1.25 net. 


“The fundamental methods and principles of physical examination, well illustrated, largely by line 
drawings. The book is to be strongly recommended.” —Boston Medical and Surgical Journal. 


Arny’s Pharmacy 


PRINCIPLES OF PHARMACY. By Henry V. Arny, Pu. G., Pu. D.* 
Professor of Chemistry, New York College of Pharmacy. Octavo of 
1175 pages, with 246 illustrations. Cloth, $5.00 net. 
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Tousey’s Medical Electricity 
Rontgen Rays, and Radium 


Medical Electricity, Réntgen Rays, and Radium. By SINcLair 
Tousey, M. D., Consulting Surgeon to St. Bartholomew’s Hospital, 


New York. Octavo of 1219 pages, with 801 illustrations, 19 in colors. 
Cloth, $7.50 net; Half Morocco, $9.00 net. 


NEW (2d) EDITION, RESET 


The revision for this edition was extremely heavy ; new matter has increased the size 
of the book by some 100 pages. About 50 new illustrations have been added. The new 
matter added includes: Diathermy, sinusoidal currents, radiography with intensifying 
screens, réntgenotherapy, the Coolidge and similar R6ntgen tubes and the author’s method 
of dosage, and radium therapy are noted. The book has been enriched by including several 
of Machado’s tabular classifications of electric methods, effects, and uses. 

Throughout the entire work everything concerning electricity, x-rays, and radium in 
medicine, as well as phototherapy, is explained in detail—nothing is omitted. It tells you 
how to equip your office, and, more than that, how to use your apparatus, explaining away 
all difficulties. It tells you just how to apply these measures in the treatment of disease. 
The chapters on dental radiography are particularly valuable to those interested in dental 
work. 


Abbott’s Medical Electricity for Nurses’ - 


MepicaL ELECTRICITY FOR Nurses. By GEORGE Knapp ABBOTT, 
M. D., Dean and Professor of Physiologic Therapy and Practice, College 
of Medical Evangelists, Loma Linda, California. 312mo of 132 pages, 
illustrated. Cloth, 7grrasanet: 


This new work gives the nurse the essentials of this subject. Dr. Abbott’s style has 
made the difficult simple. The text is illustrated. 


Kelly’s American Medical Biography 


CYCLOPEDIA OF AMERICAN MeEpICAL BroGRaPHY. By Howarp A. 
KeELiy, M. D., Johns Hopkins University. Two octavos, averaging 525 
pages each, with portraits. Per set: Cloth, $10.00 net; Half Morocco, 
$13.00 net. 


Dr. Kelly, in these two handsome volumes, presents concise, yet complete, biog- 
raphies of those men and women who have contributed noteworthily to the advance- 
ment of medicine in America. Dr. Kelly’s reputation for painstaking care assures 
accuracy of statement. There are about one thousand biographies included. 
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GET THE NEW 


THE BEST American STANDARD 
Illustrated Dictionary 


Just Out—New (8th) Edition—1500 New Words 


The American Illustrated Medical Dictionary. By W. A. NEw- 
MAN Dor anD, M. D., Editor of “The American Pocket Medical Dic- 
tionary.” Large octavo of 1137 pages, bound in full flexible leather. 
Price, $4.50 net; with thumb index, $5.00 net. 


KEY TO CAPITALIZATION AND PRONUNCIATION—ALL THE NEW WORDS 


Howard A. Kelly, M.D., Professor of Gynecologic Surgery, Johns Hopkins University. 
“Dr. Dorland’s dictionary is admirable. It is so well gotten up and of such convenient 


size. No errors have been found in my use of it.’”’ 


Thornton’s Dose-Book. New (4th) Edition 

DosE-BooK AND MANUAL OF PRESCRIPTION-WRITING, By E. Q. THORNTON, M.D., 

Assistant Professor of Materia Medica, Jefferson Medical College, Philadelphia. Post- 
octavo, 410 pages, illustrated. Flexible leather, $2.00 net. 


‘«T will be able to make considerable use of that part of its contents relating to the correct 
terminology as used in prescription-writing, and it will afford me much pleasure to recam- 
mend the book to my classes, who often fail to find this information in their other text- 
books.’ —C. H. MILLER, M. D., Professor of Pharmacology, Northwestern University Medi- 


cal School, 


Lusk on Nutrition New (2d) Edition 

ELEMENTS OF THE SCIENCE OF NUTRITION. By GRAHAM Lusk, PH. D., Professor 

of Physiology in Cornell University Medical School. Octavo of 402 pages. Cloth, 
$3.00 net. 


“T shall recommend it highly. It is a comfort to have such a discussion of the subject.” 
—LFEWELLYs F. BARKER, M. D., Johns Hopkins University. 


Camac’s “Epoch-making Contributions” 


EPOCH-MAKING CONTRIBUTIONS IN MEDICINE AND SURGERY. Collected and 
arranged by C. N. B, Camac, M. D., of New York City. Octavo of 450 pages, illus- 
trated. Artistically bound, $4.00 net. ; 

‘Dr, Camac has provided us with a most interesting aggregation of classical essays, 


We hope that members of the profession will show their appreciation of his endeavors.”""— 
THERAPEUTIC GAZETTE. 


PRACTICE, MATERIA MEDICA, Ete. TS 


rr 


The American Pocket Medical Dictionary New (9th) Edition 

‘THE AMERICAN PocKET MEDICAL Dictionary. Edited by W. A. NewMAN Dor 

LAND, M. D., Editor ‘* American Illustrated Medical Dictionary.’ 693 pages. Flexible 
leather, with gold edges, $1.00 net; with thumb index, $1.25 net. 


Pusey and Caldwell on X-Rays Second Edition 


THE PRACTICAL APPLICATION OF THE RONTGEN Rays IN THERAPEUTICS AND 
Diacnosis. By WiLt1AM ALLEN Pusey, A. M., M. D., Professor of Dermatology in 
the University of Illinois; and EucENE W. CaLpweELt, B. S., Director of the Edward 
N. Gibbs X-Ray Memorial Laboratory of the University and Bellevue Hospital Medical 


College, New York. Octavo of 625 pages, with 200 illustrations. Cloth, $5.00 net ; 
Half Morocco, $6.50 net. 


Cohen and Eshner’s Diagnosis. Second Revised Edition 
ESSENTIALS OF D1AGNosis. By S. Sorts-CoHEN, M. D., Senior Assistant Professor 
in Clinical Medicine, Jefferson Medical College, Phila. ; and A. A. Esuner, M. D., 
Professor of Clinical Medicine, Philadelphia Polyclinic. Post-octavo, 382 pages; 55 
illustrations. Cloth, $1.00 net. Zz Saunders’ Question-Compend Series, 


Morris’ Materia Medica and Therapeutics. New (7th) Edition 

EssENTIALS OF MATERIA MeEpIcA, THERAPEUTICS, AND PRESCRIPTION-WRITING. 

By Henry Morris, M. D., late Demonstrator of Therapeutics, Jefferson Medical 

College, Phila. Revised by W. A. BAstTEpo, M. D., Instructor in Materia Medica and 

Pharmacology at Columbia University. I2mo, 300pages. Cloth, $1.00 net. /z Sounder’? 
Question-Compend Series. 


Williams’ Practice of Medicine 
ESSENTIALS OF THE PRACTICE OF MEDICINE. By W. R. WILLIAMS, M.D., 
formerly Instructor in Medicine and Lecturer on Hygiene, Cornell University; and 
Tutor in Therapeutics, Columbia University, N. Y. 12mo of 456 pages, illustrated. 
In Saunders Question-Compend Series. Double number, $t.75 net. 


Todd’s Clinical Diagnosis The New (3d) Edition 


A MANUAL OF CLINICAL DIAGNOsIS. By JAMES CAMPBELL Topp, M.D., Professor | 
of Pathology, University of Colorado. t!2mo of 585 pages, with 164 text-illustrations 
and 10 colored plates. Cloth, $2.50 net. 


Bridge on Tuberculosis 


TUBERCULOSIS. By NORMAN BRIDGE, A. M., M. D., Emeritus Professor of Medicine 
in Rush Medical College. 12mo of 302 pages, illustrated. Cloth, $1.50 net. 


Oertel on Bright’s Disease Illustrated 


THE ANATOMIC HISTOLOGICAL PROCESSES OF BRIGHT’S DISEASE. By HoORsT 
OERTEL, M. D., Director of the Russell Sage Institute of Pathology, New York. Octavo 
of 227 pages, with 44 text-cuts and 6 colored plates. Cloth, $5.00 net. 


Arnold’s Medical Diet Charts | 

MepicaL Dier Cuarts. Prepared by H. D. Arnotp, M.D., Dean of Harvard 

Graduate Medical School, Boston. Single charts, 5 cents; 50 charts, $2.00 net; 500 
charts, $18.00 net; 1000 charts, $30.00 net. 


Eggleston’s Prescription Writing 


EGGLESTON, M. D., Instructor 
INTIALS OF PRESCRIPTION WRITING. By CARY ' 
in Speer acct Cornell University Medical School. 16mo of 125 pages. Cloth, $1.00 


net, 
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Jakob and Eshner’s Internal Medicine and Diagnosis 


ATLAS AND EPITOME OF INTERNAL MEDICINE AND CLINICAL DIAGNosIs. By Dr. 
Cur. JAKoB, of Erlangen. Edited, with additions, by A. A. EsHNneER, M. D., Pro- 
fessor of Clinical Medicine, Philadelphia Polyclinic. With 182 colored figures on 
68 plates, 64 text-illustrations, 259 pages of text. Cloth, $3.00 net. / Saunders’ 
Hand-Allas Series. 


> ° * Second Edition, 
Lockwood’s Practice of Medicine. Revised ahd Ehlawed 

A MANUAL OF THE PRACTICE OF MEDICINE. By Gro. Roe Lockwoop, M. D., 
Attending Physician to the Bellevue Hospital, New York City. Octavo, 847 pages, 
with 79 illustrations in the text and 22 full-page plates. Cloth, $4.00 net. 


Stevens’ Practice of Medicine Just Out—New (10th) Edition 


A MANUAL OF THE PRACTICE OF MEDICINE. By A. A. STEVENS, A. M., M. D., 
Professor of Pathology, Woman’s Medical College, Phila. Specially intended for 
students preparing for graduation and hospital examinations. Post-octavo, 629 pages, 
illustrated. Flexible leather, $2.50 net. 


Saunders’ Pocket Formulary. New (9th) Edition 


SAUNDERS’ PockET MEDICAL ForMULARY. By WILLIAM M. Powe LL, M. D. 
Containing 1831 formulas from the best-known authorities. With an Appendix con- 
taining Posologic Table, Formulas and Doses for Hypodermic Medication, Poisons and 
their Antidotes, Diameters of the Female Pelvis and Fetal Head, Obstetrical Table, 
Diet-list, Materials and Drugs used in Antiseptic Surgery, Treatment of Asphyxia from 
Drowning, Surgical Remembrancer, Tables of Incompatibles, Eruptive Fevers, etc., 
etc. In flexible leather, with side index, wallet, and flap, $1.75 net. 


Deaderick on Malaria 


PRACTICAL STUDY OF MALARIA, By WILLIAM H. DEADERICK, M. D., Member 
American Society of Tropical Medicine; Fellow London Society of Tropical Medicine 
and Hygiene. Octavo of 402 pages, illustrated. Cloth, $4.50 net; Half Morocco, 
$6.00 net. 


Niles on Pellagra 


PELLAGRA. By Gerorce M. Nires, M. D., Professor of Gastro-enterology and 
Therapeutics, Atlanta School of Medicine. Octavo of 253 pages, illustrated. Cloth, 
$3.00 net. 


Hinsdale’s Hydrotherapy 


HYDROTHERAPY. By Guy Hinspa.e, M. D., Fellow Royal Society of Medicine 
of Great Britain. Octavo of 466 pages, illustrated. -Cloth, $3.50 net. 


Swan’s Prescription-writing and Formulary 


PRESCRIPTION-WRITING AND FORMULARY. By JoHN M. Swan, M. D., formerly 
Director Glen Springs Sanitarium, Watkins, N. Y. 16mo of 185 pages. Flexible 
leather, $1.25 net. 


Stewart’s Pocket Therapeutics and Dose-book fourth 


PocKET THERAPEUTICS AND DosE-Book. By MorsE STEWART, Jr., M.D. 32mo 
of 263 pages. Cloth, $1.00 net. 


